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Vallestril’ has 


It provides potent estrogenic activity only in certain 
organs, thus minimizing or completely obviating 
the well-known disadvantages of previously avail- 
able estrogens. These disadvantages are the high 
incidence of withdrawal bleeding, nausea, edema 
in the female and mastalgia and gynecomastia in 
the male. 

Vallestril has been shown! to be more active 
than estradiol and to have twice the potency of 
estrone’ on the vaginal mucosa when measured by 
the Allen-Doisy technic. However, Vallestril has 
been shown to have but one-tenth the activity of - 
estrone on the uterus by the Rubin technic—a sug- 
gested explanation of its very low incidence of 
withdrawal bleeding. 


Vallestril achieves 


relative avoidance of 


‘target action” 


Vallestril ‘‘quickly controls? menopausal symp- 
toms, as well as the pain of postmenopausal osteo- 
porosis and of the osseous metastases of prostatic 
cancer. The beneficial effect of the medication ap- 
peared within three or four days in most meno- 
pausal patients. There is also evidence that the 
patient can be maintained in an asymptomatic state 
by a small daily dose, once the menopausal symp- 
toms are controlled.” 

Dosage: Menopause—3 mg. (1 tablet) two or three 
times daily for two or three weeks, followed by 1 
tablet daily for an additional month, 

Supplied in 3-mg. scored tablets. 

Bibliography : Complete list of references available 
on request, *Trademark of G. D. Searle & Co. 
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“for the first time in his life 


he developed a real appetite.” 


Here is a case history from a Philadelphia Pediatrician. It illustrates 
the clinical results achieved with “Trophite’ in below-par children: 


Patient: Jim B., age 12, height 55 inches, weight 75 pounds. “.. . 
had been a very marked feeding problem since birth . . . was always called 
the ‘runt’... a psychological problem.” 


Treatment: “He was started on ‘Trophite’ and for the first time 
in his life he developed a real appetite.” One teaspoonful of “Trophite’ 
daily for 2 years. 


G 


Results: During first year he gained 13 pounds and grew 3 inches. 

“His appetite continued to improve...” At the end of 2 years he weighed 
10812 pounds and was 63) inches tall—a total gain in weight of 33% 
pounds and increase iw height of 8% inches. 


Comment: “... no longer the ‘runt’ in his class... a much happier and 
better adjusted child.” 


Smith, Kline & French Laboratories, Philadelphia 


Bio plus Bi 


to increase appetite and growth 
in below-par children 


One teaspoonful (5 cc.) delivers 25 mcg. of Vitamin By, and 
*T.M. Reg. U.S. Pat. Off. 10 mg. of Vitamin B,. 
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Screening for Diabetes 


G. Howard Gowen, M.D.* 
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T's is a report covering the urine testing 
proj: t conducted at the 1953 Illinois State Fair, 
Spri gfield, Illinois. 

Tie Galatest®) was used for the basic screen- 
ing. Since, with the Galatest, it is sometimes 
diffi ult to pass on borderline cases because the 
color difference is not easily apparent, the Clini- 
test(i’) was employed as a check on such ill- 
defind reactions. Effort was made to refer as 
few injustified suspects as possible to the prac- 
ticiny physician. 

Disposable equipment was used to the utmost 
because facilities for washing glassware were not 
easily available. One reason the Galatest was 
chosen was that it obviated the use of test tubes. 
Plastic straws were substituted for medicine 
droppers. The actual tests were made on glossy 
white shelf paper. The paper was placed on a 
table top and superimposed on it was a plastic 
open frame divided into 25 squares (3 in. by 3 
in.). The square openings in the frame were 
numbered from 1 to 25. This automatically 
provided 25 testing areas on the paper large 
enough to hold the urine containers. After the 
paper area in each of the 25 squares had been 
used, the frame was lifted, the old paper disposed 
of, and a new sheet substituted. 

The Diabetes exhibit and the urine testing 
station were set up on the balcony of the Illinois 
Building (the permanent structure for the dis- 
play of State activities) which contained all 
exhibits of the Department of Public Health 


*Deputy Director, Division of Hospitals and Chronic 
liness, Ilinois Department of Public Health. 
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and was designated the Hall of Health. A spot 
was chosen next to the women’s rest room and 
close to the men’s rest room for obvious reasons. 
Signs were placed in each of the rest rooms urg- 
ing people to submit specimens, and containers 
were provided for this purpose. Paper cups 
were supplied to eliminate the washing of glass 
vials. There was no apparent resistance to their 
use, 


When a urine specimen was submitted, it was 
placed in one of the vacant squares. The person 
was given a card containing the corresponding 
number, and waited while the test was being 
made. After the reaction had been interpreted, 
the number was called, the person holding the 
number was given the report and the numbered 
card was turned in. Ali negative reports were 
given verbally, but in the case of positives, a form 
was handed to the person in question. 


Women showed far greater interest and were 
much more cooperative than men. Men exhibit 
less interest in health matters as a rule, but in 
this case it was felt that there was an additional 
factor .... the urine testing booth was manned 
exclusively by women. Next vear it is planned to 
have a separate booth for men, operated by men, 
to try to answer this question. 


It was quickly learned that the number of 
specimens submitted depended on the interest 
and promotional efforts of the persons running 
the booth. With very little encouragement, 
people would submit specimens, but without it 
they would be passive. 
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Many questions were asked of the booth at- 
tendant that were definitely of a professional 
nature. Jt is our feeling that a nurse should be 
present at all times, plus whatever personnel is 
needed. Also, the nurse should be in uniform. 
Samples of some of the questions asked are as 
follows: 

Can. diabetes be cured ? 

What causes diabetes ? 

Is diabetes inherited ? 

Is diabetes common in young people ? 

Is hunger for sweets a symptom of diabetes ? 

Does eating sweets give a positive urine test ? 

If a slightly positive urine test has occurred, 

how often should there be a recheck ? 
These are obviously questions that could neither 
be intelligently nor satisfyingly answered by a 
non-professional person, 

A total of 1657 specimens from presumably 
normal persons were submitted over a ten day 
period. Of these, 247 gave positive reactions. In 
addition, 16 known diabetics asked to have sam- 
ples examined because they had never seen. the 
Galatest before. Each person submitting a speci- 
men was screened with the question — are you 
a diabetic, since it was our purpose to find un- 
known cares. The vast majority of urine sam- 
ples were submitted by women. Many persons 
asked for the test because there had been diabetes 
in the family. Most of those tested were over 
forty, although there were a"few children as part 
of a family group. The followmg=tabulation 
shows the number of specimens examined each 
day, including the known diabetics : 


Date Total Positive 
August 14 46 5 
15 47 3 
16 10 
LT 158 43 


Date. Total Positive 

18° 194 23 

19 343 79 

é 20 333 34 
21 155 46 

22 294 19 

2: 46 1 
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Based on the Oxford, Massachusetts ex: eri- 
ence, a substantial number of cases of f:ank 
diabetes and persistent glycosurias without hy- 
perglycemia will be found among the 247 }.osi- 
tive reactors without known diabetes, if they re- 
port to their physicians as recommended. S:nce 
we were experimenting to find out if urine :est- 
ing at the Fair was practicable and if there would 
be much public interest, no provision was nade 
for follow-up. In the future, this procedure will 
be instituted particularly to find out if the posi- 
tive reactors go to their physicians. for tinal 
evaluation of the finding. 

SUMMARY 

1. Urine testing for sugar, using the simple 
technique described, is practicable for State 
Fairs, County Fairs, or any assemblage of a 
convention nature where health exhibits are used. 

2. The public is interested in such screening, 
and with a little promotional effort on the scene, 
can be motivated to submit specimens. 

3. Urine testing enhances markedly the value 
of a diabetes exhibit. 

4. Because many technical questions are asked 
at the booth, it is important that someone be 
present who can answer them at a professional 
level . . . . preferably a nurse, and in uniform. 

5, Seeing the tests performed is a great inter- 
est catcher, because there is a feeling of audience 
participation, even though by remote control. 


DIAGNOSING DIABETES 


Sugar found in the urine on screening tests 
should never be disregarded. ‘The diagnosis of 
diabetes cannot rest upon this finding alone, but 
the probability of diabetes is high if a positive 
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test is obtained two to three hours after a meal 
containing a large amount of carbohydrate, expe- 
cially if the individual is overweight or if there 
is a family history of diabetes. Suggested Medi- 
cal Procedures And Reporting Methods For /ol- 
fowup. Amer, Diabetes Assn., Inc. 1953. 
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'n the past decade the attitude toward the 
tres: ment of many complications of labor has 
charged. Great improvement has been accom- 
plisved in the reduction of maternal and to a 
less r extent fetal mortality. Better prenatal 
cary. more competent physicians in the field of 
Ob: etrics, improved technics of anesthesia, 
gre ter availability of blood, increased hospital 
fac ities, and the widespread use of antibiotics 
ha, all contributed much in making childbear- 


_ing safer for the mother and her baby. 


At the present time cesarean section is a safer 
ope-ation than it was many years ago. Its in- 
dictions can be more widely extended without 
red icing but rather improving results in the 
of various coimplications of labor. 
Many iof the difficult and traumatic obstetric 
operations of the past should be discarded in 
favor of abdominal deliverv. Cesarean section 
has often been done without a proper indication, 
and in some cases it has not been done although 
definitely indicated. Many patients are admitted 
to the University of Iowa Hospitals after 
they have had a previous elective cesarean sec- 
tion for contracted pelvis. Most of these con- 
tractions are borderline and would permit vagi- 
nal delivery if the patient were given an adequate 
trial of labor. Some patients having vaginal 


bleeding not due to placenta previa are sectioned 


but could be delivered vaginally without diffi- 
culty. It would seem prudent to extend the in- 
dications of cesarean section to many conditions 
which in the past were treated by vaginal de- 
livery with considerable trauma to mother and 
baby and decrease the number of poorly indicated 
sections. 

There is no place in modern obstetrics for 
difficult and traumatic forceps. If conditions for 
forceps application exist, and if after complete 
rotation of the head, trials of moderate traction 
cannot accomplish moderately easy delivery, the 
operation should be abandoned in favor of 


From the Department of Obstetrics and Gynecology, 
State University of lowa, lowa City, lowa. 

Presented before the General Assembly, 113th An- 
nual Meeting, Illinois State Medical Society, May 2%, 
1953, Chicago. 
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Complications of Labor 


J. H. Randall, M.D. 
lowa City, lowa 


cesarean section. A low cervical or extraperito- 
neal cesarean section done under heavy antibiotic 
protection is a safer procedure. Many physicians 
persist in employing difficult forceps, or internal 
version and extraction, both of which result 
in considerable trauma hazardous to both mother 
and baby. In our institution failed forceps 
treated by internal version and extraction has 
resulted in an appalling fetal mortality of 60 
per cent.’. This is the experience of other clinics 
that employ this operation as an alternative pro- 
cedure to difficult forceps. Patients who ex- 
perience a traumatic delivery have fewer sub- 
sequent pregnancies, either because of infertility 
or because of fear which compels them to avoid 
conception. Internal version should never be 
employed except in rare instances when the 
second twin presents by the shoulder or in those 
situations when the cord has prolapsed at full 
dilatation of the cervix and conditions are still 
favorable for this procedure. 


Every physician when confronted with diffi- 
cult forceps should consider the possible causes. 
Failure to recognize and correct an unrotated 
head, such as an occiput transeverse or occiput 
posterior, and the lack of compiete cervical 
dilatation are often the cause of failed forceps. 
Any difficulty due to cephalo-pelvic dispropor- 
tion should not be treated by brute strength but 
rather cesarean section. In many instances more 
time allowed for cervical dilatation or for the oc- 
ciput to rotate spontaneously will often pay great 
dividends with gratifving results. Certainly, an 
unrotated occiput should not be delivered as such 
unless it can be done with relatively easy traction. 
In the past few years in our hospital, when 
difficult delivery was anticipated, a trial of for- 
ceps has been done under anesthesia with patient 
and room prepared for cesarean secton if diffi- 
culties arose. One should alwavs expect trouble 
if the fetal head does not come down into low 
pelvis when the patient has been given an ade- 
quate second stage of labor. It is usually futile 
for more than one physician to try to deliver 
a baby when forceps by a. previous competent 
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person has failed. Many doctors are deeply 
chagrined to back out of a difficult forceps and 
employ abdominal delivery but it is usually the 
better plan of wisdom. 


A transverse lie of the baby discovered 
antepartum should be treated by external ver- 
sion. Any tendency of the fetus to assume this 
position in a primigravida is suggestive of a 
contracted pelvis or obstruction of the birth canal 
by tumor or placenta. A transverse lie of the 
baby discovered during labor should be treated 
by cesarean section. 1f discovered after complete 
dilatation of the cervix and conditions are favor- 
able, version may be attempted. A neglected 
transverse presentation, even for the average ob- 
stetrician, could probably be more safely handled 
by abdominal delivery than by decapitation which 
looks easy but often is associated with rupture 
of the lower uterine segment. 


Twin pregnancy is often a problem in the 
second and third stages of labor. Obstetric com- 
plications of all kinds are more cammon in twin 
than single pregnancy. The second ‘stage of 
labor for the first twin should be governed by the 
same rules as for the management of the second 
stage of any single pregnancy. After delivery 
of the first twin and after severing the cord be- 
tween clamps, the hand of the obstetrician should 
be inserted immediately into the uterine cavity. 
The second sac is ruptured.and as soon as the 
anmiotic fluid has drained away the presentation 
of the second twin is established. If it presents by 
a shoulder a version is performed, if by the 
breech, immediate extraction is done, if by the 
head, pressure from above will often succeed in 
pushing the presenting part low in the pelvis so 
that it can be easily delivered with forceps. Be- 
cause of the large area of placental attachment 
and because of uterine atony abnormalities of the 
third stage must be anticipated. 


Until recent years it was felt by most obstetri- 
cians that prolapse of the cord should be treated 
by vaginal delivery. Most clinics today favor 
abdominal delivery if the fetus is in good enough 
condition to insure a reasonable chance for a 
viable baby. Should the cord prolapse in the 
second stage the baby should be delivered vag- 
inally by whatever method seems expedient for 
the conditions present. 


Breech delivery represents 3 to 5 per cent of 
all cases and often presents considerable diffi- 


culty to the average obstetrician. Atterpts 
should be made to turn the breech into a head 
presentation during the antepartum cours: of 
the patient. External version wili halve the 
incidence but not eliminate breech delivery, 
Any primigravida with a breech who is t» be 
delivered vaginally should have a careful ev: !ua- 
tion of her pelvis by X-ray and manual pelv me- 
try. It should be pointed out that it takes |: sser 
degrees of pelvic contraction in the breech «ase 
to indicate cesarean section than when the ‘ead 
presents. Elderly primigravidas with a bi ech 
baby should probably be delivered by cesa. ean 
section. The first stage of labor in a breech ci: -e is 
conducted about the same as in a head pres« ata- 
tion, except a greater effort is made to pres rve 
the membranes intact, and to foilow the pai ent 
more carefully with vaginal and rectal exam na- 
tions. The second stage is managed different]: in 
various clinics but for most physicians it seems 
best to allow the breech to come down slowly 
and dilate up the pelvic floor during many «on- 
tractions. This insures complete dilatation of 
the cervix. When the presenting part is distend- 
ing the outlet, the patient can be anesthetized 
and the breech delivered by fundal pressure. A 
generous episiotomy should be done to protect 
the rectal sphincter and to facilitate delivery. 
Incomplete cervical dilatation and_ retraction 
give rise to difficulties in delivering the after- 
coming head and the arms which are often ex- 
tended. Well flexed arms give the physician no 


‘difficulty, and the head can usually be delivered 


easily through a well dilated cervix by manual 
manipulations (Veit, Smellie, Mauriceau ma- 
neuver) unless there is cephalopelvic dispropor- 
tion. One should be especially careful not to hur- 
ry the delivery when the fetus is a premature or 
footling breech for in these the breech often 
comes through an undilated cervix. Immediate 
decomposition of the breech at the beginning of 
the second stage is to be condemned unless neces- 
sary because of poor condition of baby or mother. 


Prematurity is seen in 5 to 7 per cent of all 
deliveries. In a premature labor the fetus should 
always be protected against infection by giving 
the patient antibiotic drugs. The mother should 
be administered no drugs for analgesia and 
should have no inhalation anesthesia for the 
birth. Local infiltration or pudendal b!ock 


anesthesia are excellent for a premature birth 
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and they can be easily mastered by any physi- 
cian. The second stage should not be routinely 
ende:| with forceps. The fetal head can be 
deliv red easily by Kristeller pressure from above 
afte: a generous episiotomy. ‘Trauma associated 
with delivery, analgesia with depressant drugs, 
or i:halation anesthesia greatly jeopardize the 
char es of the baby. The cord should be allowed 
to « it pulsating before being. severed except 
whe the fetus is erythroblastotic. 

P olonged labor (over 30 hours) oceurs in 
3 to | per cent of parturitions. It is usually due 
to } imary uterine inertia, cephalopelvic dispro- 
por'on or an abnormal presentation. All 
prir ‘gravidas should have X-ray pelvimetry if 
the pelvis has not been previously carefully 
eval ated by this method. In prolonged labors 
the elvis is often mildly contracted. The bowels 
and \ladder should be kept empty, and nutrition 
and fluid balance should be maintained by 
par: iteral fluids. Antibiotics should be given to 
prot ct the baby from infection. Unless delivery 
is in pending within a short time sleep should be 
assured by giving 15 mgm. of morphine. The 
met branes should be ruptured after half dilata- 
tion of the cervix unless contraindicated by 
bree h presentation or a high presenting part. 
This procedure exposes the amniotic cavity to in- 
fection but often stimulates labor to a successful 
conclusion. Pitocin in 5 per cent dextrose has 
been recently advocated in prolonged labor by 
some physicians. It should never be used with- 
in the first 24 hours of labor and when used in 
‘the second 24 hour period it is given slowly 
starting with 14 minim and never giving more 
than 4% minim per half hour. <A_ physician 
should be in constant attendance during its 
entire administration so that it can be im- 
mediately discontinued if severe or tetanic con- 
tractions are produced. It should never be given 
except in the first stage and then only in 
primigravidas with primary inertia. At the end 
of 48 hours of prolonged labor the patient should 
be carefully evaluated and, if delivery does not 
seem imminent and progress has been stationary, 
a low cervical or extraperitoneal section should 
be done. A physician cannot predict during the 
first 24 hours that a patient cannot successfully 
be delivered by the vaginal route, and if labor is 
terminated within the first day many unneces- 
sary sections would be done. There is not much 
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danger to the fetus from intrauterine infection 
and anoxia within the first 48 hours but after 
this period there is considerable hazard often 
resulting in death in utero. Any prolonged 
labor which is terminated my an operative 
procedure before full cervical dilatation or 
with the head not in low pelvis will be associated 
with considerable trauma to both mother and 
baby. 

No patient with placenta praevia should ever 
be allowed to labor unless the degree of placental 
encroachment upon the cervix is so mild that 
simple rupture of the membranes controls bleed- 
ing. All other cases of previa should be delivered 
by cesarean section as soon as the baby is viable 
or when one’s hand is forced to end the 
pregnancy because of severe bleeding. It is an 
unwise procedure to subject all patients with 
vaginal bleeding in the last trimester of 
pregnancy to an immediate section before a 
definite diagnosis of placenta praevia has been 
established. This can be done by soft tissue 
X-ray technics and cystrograms of the bladder, 
or by vaginal examination in the operating room 
just prior to the time of the section. 

Most patients with abruptio placentae should be 
delivered vaginally. Labor should be initiated by 
rupture of the membranes, abdominal binder, 
and in some cases by pitocin stimulation. Those 
with concealed hemorrhage will have an inert 
uterus and should usuaily be delivered by section. 
Cesarean section should also be performed in 
those cases that develop a bleeding tendency due 
to afibrinogenemia and in those whose baby is 
greatly embarrassed by the additional disturb- 
ance of fetal circulation due to uterine contrac- 
tions. 

Hemorrhage during the latter part of preg- 
naney has in Towa become the most common 
cause of maternal deaths. A proper conduct 
of the third stage of labor should greatly reduce 
the number of mortalities from hemorrhage. It 
is a routine in our hospital to give intravenous 
ergotrate with delivery of the anterior shoulder. 
Within one or two contractions of the uterus the 
placenta separates and can be expressed by push- 
ing on the contracted uterine fundus in the axis 
of the birth canal. Foliowing delivery of the 
placenta the physician can devote his attention 
to the repair of lacerations or episiotomy with 
little worry from atonie bleeding. Any hemor- 
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rhage following the third stage which is not 
readily and completely controlled by uterine mas- 
sage and oxytocics should lead to a careful in- 
spection of the lower birth canal for lacerations 
and to palpation of the uterine cavity for re- 
tained placental fragments and any rupture of 
the uterine wall. A placenta which has not 
separated within twenty minutes after delivery, 
or any moderate hemorrhage before complete 
separation are indications for immediate manual 
removal. In days past the physician was taught 
not to invade the uterus following delivery except 
as a last resort, but today under antibiotic protec- 
tion it is safer to explore the uterus than to 
procrastinate. Opinions are greatly divided as 
to the efficacy of a uterine pack for the control 
of postpartum bleeding but certainly packing 
more than once is to be condemned. Hysterec- 
tomy occasionally will be necessary and should 
not be postponed until the patient is in an ex- 
tremely poor condition. There is too much 
tendency on the part of the medical profession 
to use blood substitutes to combat hemorrhage 
and there is too much hesitation to explore the 
birth canal because of exaggerated statements 
concerning the danger of such a_ procedure. 
Physicians in general underestimate the amount 
of bleeding during and after the third stage and 
often fail to recognize deaths due primarily to 
hemorrhage. Often the causes of death stated 
on death certificates are heaft-faiture, pulmonary 
embolism, or shock. Most deaths from hemor- 
rhage are preventable. Above all do not hesitate 
to call for consultation when faced with uncon- 
trollable hemorrhage during labor. 

It will be necessary to interrupt the pregnancy 
of certain patients who have moderate and severe 
preeclampisa which fails to respond to the usual 
regimen of therapy for this complication. In 
our clinic if the cervix is ripe (partially dilated 
and effaced) labor is induced by simple rupture 
of the membranes. If the cervix is unripe as it 
is in many premature primigravidas, pregnancy 
is terminated by low cervical section under local 
anesthesia or nitrous oxide inhalation anesthesia 
with curare. <A _ parturient with preeclampsia 
should be carefully watched with respect to blood 
pressure, pulse, respiratory rate, and urinary 


output. Intramuscular injections of 50 per cent 
magnesium sulfate, as advocated by Eastman?, 
has been very effective in preventing eclan sia 
and produces no respiratory depression in the 
baby. Ten c.c. of a 50 per cent solution of :mag- 
nesium sulfate are given in each buttock as ai in- 
itial dose, and the same procedure repeated every 
six hours using 5 cc. It is discontinued if the 
reflexes become markedly slowed or if the re 
spiratory rate falls below 16. If the 24 hour 
urine output is less than 600 ce. magne-ium 
sulfate is discontinued after 24 to 36 > heurs, 
Morphine is not used because of its effect \ pon 
fetal respiration and its tendency to deci ase 
urinary output. Drugs which produce ex ite- 
ment, such as scopolamine and bartital 
pounds are not used. The second stage of 
labor should be shortened by forceps if there is 
any tendency toward prolongation. 


Cardiac patients should be under careful man- 
agement throughout pregnancy and should 
usually be allowed to go to term. Spontancous 
labor is awaited unless there is some definite 
indication for induction. Analgesics which 
might excite the patient are contraindicated. 
Demerol (100 mg.) or morphine (8 mg.) permit 
adequate rest for the cardiac patient. When 
the head has reached the pelvic floor, bearing 
down efforts should be prevented by low forceps. 
Cardiac patients should not be delivered by 
cesarean section unless there is some obstetric 
indication for the operation. 


In conclusion it must be emphasized that 
complications of labor must be treated by those 
methods which offer the greatest safety to the 
mother and baby. Many obstetric procedures 
which were commonly used in the past, such as 
traumatic forceps and internal version have a 
greater risk than cesarean section. Bleeding 
during and after the third stage must be more 
vigorously treated. ‘There should be no hesitancy 
to invade the uterus to discover sources of hemor- 
rhage or to remove the adherent placenta 


manually. 
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Preliminary Clinical Report on a New 
Surface Anesthetic Agent 


Leonard Peal, M.D., and Mary Karp, M.D. 
Chicago 


S nee the introduction of cocaine by Carl 
Kol er in 1884 numerous compounds have been 
synt :esized for use as surface anesthetics. Fifty 
or » xty drugs are now being manufactured for 
this purpose; all to a greater or lesser degree 
hav. the disadvantage of inadequate anesthesia 
and of producing sensitivities and irritations. 

A new surface anesthetic agent was used in 
this study at Wesley Memorial Hospital and in 
the dental clinic of Northwestern University. 
The drug is para-butoxyphenyl gamma-mor- 
pho ‘nopropyl ether hydrochloride (Figure 1). 


HCL (TRINOTUANE HCi) 


CH CH CR CH CHW 


Figure 1 


It was synthesized at Abbott Laboratories, and 
is known as Tronothane. Tronothane is structur- 
ally different from all other topical anesthetics 
now available, thus reducing the likelihood of 
cross sensitization. It contains neither the para- 
aminobenzoie acid group, nor the radicals such 


‘as diethylamino, dimethylamino, dibutylamino, 


methyl piperidine, isoquinoline, and_ esters, 
amides, and anilides which are frequently as- 
sociated with toxicity and pharmacologic activ- 
ity. It contains an ether linkage and morpho- 
lino radical, both of which differentiate Trono- 
thane from other anesthetic agents. This unique 
chemical structure permits the use of Trono- 
thane where sensitization to other anesthetic 
agents is known or suspected. 

From the Department of Anesthesia, Division of Sur- 
gery, Northwestern University: Medical School and 
Department of Anesthesiology, Wesley Memorial Hos- 
pital, Chicago, Illinois. 

Read before the Illinois State Medical Society Meet- 
ing, Anesthesia Division, May 19, 1953 at 9:50 A.M. 
by Doctor Peal. 

This study was made possible by a grant from Ab- 
bott Laboratories. 
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In a previous study in sensitizing properties 
of Tronothane by Schmidt, Berryman, Mc- 
Andrew, and Richards’, a six week test on 71 
volunteer adults has shown that Tronothane has 
a low sensitization and irritation potential. Cross 
sensitization did not occur in several cases where 
there were sensitivities to other topical anesthetic 
agents. During this test Tronothane Hydro- 
chloride jelly was applied continuously for 23 
days. In the subsequent period of challenge 
patch tests, sensitization reactions, when they did 
occur, were of a mild to moderate character. 
The incidence of such reactions was approxi- 
mately one-fifth that observed in a similar test 
on the same subjects using cyclomethycaine, 
another topical anesthetic which is used widely 
for similar purposes. 

In this composite study the drug was given to 

the various departments of the hospital with 
instructions as to its use. The departments 
were Obstetrics and Gynecology, Proctology, 
Anesthesiology, Urology, and Dental. Four 
hundred ninety-five patients received treatments. 
Records were kept for each patient on mimeo- 
graphed forms and were returned to the anes- 
thesia department for statistical analysis. 
- The preparations used were a 1% thin jelly, 
1% thick jelly, 1% cream and 1% solution. 
The amount of the drug used varied from an 
amount necessary to cover a small portion of 
mucous membrance (as prior to dental injec- 
tion) to a full ounce in rectal surgery. In no 
case in this study was a sensitivity observed. 
These patients complained of slight burning im- 
mediately after the application of the drug. In 
each of the three cases this was a transient sen- 
sation disappearing as soon as anesthesia was 
established. 

In obstetrics the heavy jelly was used in 189 
patients with episiotomy wounds and lacerations. 
The preparation was applied directly to the 
wound whenever discomfort occurred, usually 
every 4 to 6 hours. T'wo collaborative studies 
by Charles H. Birnberg of Brooklyn, N. Y.? 
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CHART 1 
USE OF TRONOTHANE IN OBSTETRICS* 
Percent — Excellent and Good Results ....... 83 


*Including two series from Charles H. Birnberg, 
M.D., Brooklyn, New York, and H. E. Schmitz, 
M.D., Chicago, Illinois. 


CHART 2 
USE OF TRONOTHANE IN PROCTOLOGY 
Percent — Excellent and Good Results ...... 93 
CHART 3 


USE OF TRONOTHANE IN GENITO- 
URINARY CASES 


Percent — Excellent and Good Results ..... 95% 
CHART 4 
USE OF TRONOTHANE IN DENTAL °- 
PROCEDURES 
Percent — Excellent and Good Results ....... 81 


CHART 5 
USE OF TRONOTHANE IN ANESTHESIA 
Endotracheal tubes: 


Percent — Excellent and Good Results .... 9] 
Levine tubes: 


Percent — Excellent and Good Results ..... 91 
CHART 6 


SUMMARY OF EFFECTIVENESS OF 
TRONOTHANE IN VARIOUS 
CLINICAL FIELDS 


Percent 
Type of Number Excellent Good Exce!'ent 
Case of Cases Results Results and Good 
Proctology 60 38 18 93 
Cenito-urinary 132 110 16 95 
Obstetrics* 189 101 56 83 
Dental 42 30 6 81 
Anesthesia: 
Endotracheal 
tubes 48 38 6 91 
Levine tubes 24 22 — 91 


*Including two series from Charles H. Birnberg, 
M.D., Brooklyn, New York, and H. E. Schmitz, 
M.D., Chicago, Illinois. 


and H. E. Schmitz* of Chicago have been in- 
cluded in Chart 1. One -hundred fifty-seven 
(83%) patients had good tv excellent relief 
of burning and pain. 

In proctology the heavy jelly was applied 
immediately postoperatively to patients with 
hemorrhoidectomies, repair of fissure in ano and 
anal ulcers (Chart 2). One ounce of jelly 
was applied directly from the tube to the opera- 
tive site, following which, the wound was covered 
with a dressing. On the first, second, and third 
postoperative days a 1% solution was sprayed 
from an atomizer directly onto the incision. 
Additional solution was sprayed as needed 
during the remainder of the hospital stay and 
at home, the patient being his own administra- 
tor throughout, using the spray when he felt he 
needed it. The customary postoperative discom- 
fort that accompanies rectal operative procedures 
was completely absent in 68% of the patients, 
and markedly reduced in another 30%, making 
a total of 93% good to excellent results. In 
comparing the postoperative pains of those pa- 


tients who had previous rectal operations, the 
comment was made that Tronothane “gave more 
satisfactory relief from pain than any other drug 
used previously.” 

In the Genito-Urinary Department the drug 
was instilled into the urethra of 132 patients by 
means of a urethral tip attached to the tube of 
Tronothane jelly. The light jelly was used be- 
cause its fluid nature permitted the use of the 
cystoscope with no blurring of the light or 
smearing of the lenses. Approximately 14 ounce 
of the drug was instilled 2 to 3 minutes before 
the introduction of the cystoscope or the sounds. 
There were no reactions or signs of sensitivity 
in any of the cases other than a transitory burn- 
ing sensation which occurred in the 3 cases men- 
tioned. This disappeared before instrumentation 
was attempted. Ninety-five per cent of the 


genito-urinary cases studied had excellent to 


good results. 
The dental department used the heavy jelly 
in 41 ‘patients, all children, who required local 
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or nerve block injections; also in tooth cavities 
which were painful or sensitive to various stimuli 

(Chart 4). The gum at the site of injection was 
first ‘ried and the jelly was applied with the 
finger or a piece of gauze and held in contact 
with the mucous membrane for one minute. 
After this application the injection in 30 cases 
(71% ) was a painless procedure; in six cases 
(14% ) only slight sensation of discomfort oc- 
cure’. Sensitivity to heat and cold was re- 
duce’ markedly by application of the jelly to the 
cavities. 

_Ch.rt 5 summarizes the use of Tronothane in 
anest 1esia. As a thin coating on endotracheal 
or Lc vine tubs( the 1% cream was found pref- 
erabl. to the 1% jelly, because of its inherent 
abilit to remain moist for long periods of time. 
In ca-es requiring laryngeal intubation, a spray 
of the 1% solution of Tronothane was utilized. 
This procedure was well tolerated without evi- 
dence’ of bitter taste or sensitivity. General 
anest iesia was then instituted and intubation 
of th: larynx effected without “bucking” or other 
eviderice of reflex responses characterizing an 
un-anesthetized tracheal mucous membrane. 
Further studies to confirm this impression are 
under way of laryngeal intubation of conscious 
patients. 


A composite picture of the effectiveness of 
Tronothane in various clinical fields is presented 
in Chart 6. 

Further studies are planned to determine the 
effect of the drug as an ophthalmic topical agent. 


SUMMARY 

A preliminary report on a new surface anes- 
thetic agent is presented. The chemical] and 
pharmacological nature of the drug would lead 
one to surmise that it may cause minimal pri- 
mary sensitivity or cross sensitivity. The pre- 
liminary clinical trial supports such a conten- 
tion; Tronothane appears to have excellent 
surface anesthetic properties with minimal 
sensitivity. 

We wish to express our appreciation to Vincent J. 
O’Conor, M.D., Department of Genito-urinary Dis- 
eases; Durand Smith, M.D. and Francis D. Wolfe, 
M.D.. Department of Proctology; Edward M. Dorr, 
M.D., Department of Obstetrics and Gynecology; 
and George W. Teuscher, D.D.S., Department of 
Dentistry, all of the Wesley Memorial Hospital, 
Chicago, for their cooperation in compilation of this 
data. 

1. Schmidt, John L., Berryman, G. H., McAndrew, M. J., 
and Richards, R. K. (1952). A Study of the Sensitizing 
Properties of Tronothane, Abbott, and Surfacaine, Lilly, 
in Man. (Pending publication). 

2. Birnberg, Charles H., Brooklyn, New York, private com- 


munication. 
3. Schmitz, H. E., Chicago, Illinois, private communication. 


DIABETES DETECTING 


All individuals with positive tests for sugar 
in the urine should be considered as diabetic 
until proved otherwise. Such cases should be 
studied and observed for a long period of time. 
Blood sugar determinations two hours after a 
specific carbohydrate meal wil] usually indicate 
the presence or absence of diabetes. In all doubt- 
ful or borderline cases a standard glucose toler- 
ance test is recommended. ‘Those individuals 
who show glycosuria on screening examinations, 
and whose subsequent blood sugar tests, either 
postprandial blood sugars or glucose tolerance 
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tests, are within the normal range, should be 
observed at least annually for the possible devel- 
opment of diabetes in the future. This is espe- 
cially true of individuals who are overweight, 
over 40 years of age, or have a history of diabetes 
in the family. Such simple direct analysis and 
observation will undoubtedly lead to a diagnosis 
of diabetes in many mild cases and, consequently, 
to the early institution of proper care which may 
possibly add many years of life and prevent a 
number of the complications of the disease. 
Suggested Medical Procedures And Reporting 
Methods For Followup. Amer, Diabetes Assn., 
Inc., 1958. 
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The Diagnosis of Occult 
Ectopic Pregnancy 


Charles S. Stevenson, M.D. 


Several preventable maternal deaths from 
ruptured ectopie pregnancy occur each year in 
every state in our country. During the decade 
1931-1940 the proportion of total maternal 
deaths resulting from ectopic gestation was about 
8 percent. Although this figure is now believed 
to be down to about 3 percent, it should be 
brought down much nearer to zero. This un- 
necessary loss of life results from (1) failure 
of the patient and her family to seek medical 
care, from (2) their refusal to follow their 
physician’s advice, and from (3) an incorrect 
diagnosis made by the physician, The making 
of the incorrect diagnosis results from the ‘phy- 
sician’s misinterpretation of his findings on 
pelvic examination, or, all too frequently, from 
failure of the physician to perform a vaginal or 
rectal examination. 

In reviewing several of the cases in which 
women having ruptured ectopic pregnancy were 
brought to the Emergency Department of the 
Detroit Receiving Hospital in an irreversibly 
moribund condition, we found that ‘a physician 
had seen a few of them in their homes, but that 
he had believed them to be having a threatened 
miscarriage. In view of the physicians’ assump- 
tion that the pregnancy in these cases was intra- 
uterine they had not done a pelvic or rectal ex- 
amination lest they handle an already irritable 
uterus and thereby possibly increase the chances 
of miscarriage. Had the women presented the 
classic picture of shock, syncope, distended and 
tender abdomen, the physicians undoubtedly 
would not have missed the diagnosis. But the 
symptoms and signs in these patients were mild, 
and the ectopic pregnancies were not clinically 
apparent. We believe, therefore, that a detailed 


From the Department of Obstetrics and Gynecology, 
Wayne University College of Medicine, and the Gyn- 
ecology Service, Detroit Receiving Hospital, Detroit. 

Presented as the Oration in Surgery, Annual Meet- 
ing of the Illinois State Medical Seciety, Chicago, May 
21, 1953. | 
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consideration of the differential diagnosi. of 
ectopic pregnancy in the non-obvious, or ocult 
type of case, is timely. 

In our experience the first step in the di ffer- 
ential diagnosis of suspected and non-obvious 
cases of ectopic pregnancy is to establish, if pos- 
sible, if the patient is or is not pregnant. he 
second step is to try to determine, provided the 
patient is pregnant, if the pregnancy is wtra- 
uterine or ectopic in location, These two steps 
may be extremely difficult to accomplish. es- 
pecially if the pregnancy is unruptured, or if 
the fetus is dead and the conceptus is regressing. 
When there has been death of the fetus and 
beginning regression of the conceptus in 
intrauterine pregnancy, abortion may shortly 
occur, or the pregnancy may be retained and the 
status known as “missed abortion” may thus be 
established. In ectopic gestation, when the con- 
ceptus regresses, there may be a gradual dimi- 
nution of symptoms since rupture of the ovum 
through the wall of its containing maternal 
organ under these circumstances may not occur, 
This is true regardless of whether the contain- 
ing organ is the uterine cornu, the Fallopian 
tube, the broad ligament, or the ovary, or any 
combination of these structures. 

The biologic pregnancy test, whether one em- 
ploys the classic Ascheim-Zondek method, or the 
currently popular “rapid frog test”, is of real 
help in some cases in accomplishing the first 
step, particularly when the clinical data and 
findings on physical examination are equivocal 
and the pregnant tube has not yet ruptured. If 
the conceptus is not surviving in a_ healthy 
manner, the quantity of chorionic gonadotropin 
excreted in the patient’s urine may be so low as 
to give a negative or only a very weak positive 
result, and it is imperative that the laboratory 
personnel report all grades of weak positivity 
of the test, since a false negative report can 
endanger the patient’s life if she is unwittingly 
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discharged from immediate surveillance. As 
long as any appreciable quantity of trophoblastic 
tissue Temains alive in the patient she will 
excrete some chorionic gonadotropin in her urine, 
and ‘his may or may not be an amount sufficient 
to give a positive test. ‘The reliability of any 
biolosic pregnancy test varies from one labora- 
tory ‘o another, but most can give better than 50- 
75 ,»ercent accuracy in cases of unruptured 
ecto) ic pregnancy if all due precautions are 
take: to imsure against errors. 


O:ce the decision of the first step has been 
reac) od, namely, that the patient is pregnant, 
the -uestion to be answered in the second step 
mus’ be explored. The question of whether the 
preg ancy is intra- or extra-uterine is of crucial 
importance. This importance increases the fur- 
ther along in pregnancy a given case happens to 
be, -ince the further an ectopic pregnancy ad- 
vanc-s the greater is the risk to the patient’s life. 
This fact is best exemplified by cases of advanced 
abdo:ninal pregnancy. 


Ii the patient is pregnant the conceptus may 
be contained in the uterus, and, if so, careful 
pelvic examination may reveal that the uterus 
is enlarged, soft, and somewhat “cystic” in feel. 
Many times a patient may be unable to relax her 
abdominal musculature or may be so uncoopera- 
tive or obese that actual bimanual palpation of 
the uterus cannot be achieved. Under these 
circumstances, a gentle and thorough pelvic 
examination performed on the anesthetized pa- 
tient is mandatory, and it must be remembered 


‘that the relaxation of the abdominal musculature 


thus induced requires the exercise of great gen- 
tleness in handling the pregnant uterus lest some 
trauma unwittingly be done to its contained 
conceptus. 


Soft tissue technique x-ray studies of the lower 
abdomen and pelvis, with or without pneumo- 
peritoneum, are frequently of great value in 
determining the location of the pregnancy. An 
oblique view, taken through the patient’s pelvis 
while she lies in a position half way between 
flat-on-her-back and straight-up-on-her-side can 
be of particular value since the outline of the 
uterus may be framed in the sacro-sciatic notch 
which is thus juxtaposed to the x-ray table. The 
uterus may or may not show some enlargement, 
and if the pregnancy is of 16 or more weeks in 
duration there may be enough calcium in the 
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fetal skeleton to permit its showing faintly on 
a film so exposed. Such x-rays of early pregnan- 
cies are of no value unless a definite soft-tissue 
technique is employed, and this is accomplished 
by the simple device of reducing the kilovolts to 
about 70 percent of the regular values used on 
a given patient when taking a routine film of the 
lumbar spine or sacrum, 


Insofar as diagnosing rupture of an ectopic 
pregnancy is concerned, culdocentesis has been 
of very great value to us and has given us the 
correct diagnosis in practically all of the mani- 
fest cases and in about 90 percent of the occult 
ones. 


If, in spite of (1) pregnancy tests, (2) pelvic 
examination under anesthesia, (3) soft-tissue 
x-rays, and (4) culdocentesis, we are still unable 
to learn whether the pregnancy is intra- or extra- 
uterine, we perform an exploratory laparotomy 
in order to determine this point. In 1952 we 
had to perform two laparotomies under such 
special circumstances, and we found a ruptured 
corpus luteum hematoma of the ovary in one 
patient and a normal intrauterine pregnancy in 
the other. Since the Gynecology Service at the 
Detroit Receiving Hospital is the teaching serv- 
ice of Wayne University College of Medicine, we 
naturally have a few maxims we teach and fol- 
low. One of the best of these, and one which has 
served us well and had undoubtedly saved the 
lives of quite a few women, is the following: 
“When there is a reasonable suspicion of the 
presence of ectopic pregnancy, exploratory lapa- 
rotomy is mandatory”. The value of this rule 
to us is attested by the fact that in a recent series 
of 136 consecutive cases of tubal pregnancy 
published from the Gynecology Service at the 
Detroit Receiving Hospital’ there was only one 
fatality ascribable to ectopic pregnancy itself, 
and this patient was not seen by us but was 
treated on the Surgery Service. She was thought 
to have a malignancy of the sigmoid colon, which 
impression was substantiated by x-ray studies, 
but laparotomy disclosed, instead, that an old 
ectopic pregnancy had perforated the sigmoid. 
Although a colostomy was performed the pa- 
tient died of generalized peritonitis. We have 
since had over 100 additional cases of ectopic 
pregnancy with no deaths. 
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on duty with the gynecology resident in the 
Emergency Room of our hospital unfailingly 
make the correct clinical diagnosis on the classic 
acute, or manifest, cases of ruptured ectopic 
pregnancy. Everyone is familiar with the char- 
acteristic triad of symptoms -— lower abdominal 
pain, irregular vaginal bleeding, and syncope. 
In addition, in our published series’, nausea and 
vomiting had occurred in 9 percent, generalized 
weakness in 4 percent, and rectal pain and an- 
orexia had each occurred in 2 percent of the 
cases. 

The classic physical findings, in the obvious 
case, are lower abdominal tenderness, and, on 
pelvic examination, tenderness in the cul-de-sac 
region and tenderness on passive motion of the 
cervix. A pelvic mass was palpated in 36 per- 
cent of our cases, while shock and/or a systolic 
blood pressure of less than 90 mm. of mercury 
were found in 33 percent’. Only about two 
thirds of these women, as the result of abdominal 
palpation, percussion and auscultation, gave 
evidence leading to the belief that there was 
free blood in the peritoneal cavity, and’ yet 
needle aspiration of the cul-de-sac through the 
posterior vaginal vault yielded bloody fluid in 
95.3 percent of the series, which certainly epi- 
tomizes the real value of culdocentesis in our 
experience. 

We operate upon 60 to 70 patients having 
ectopic pregnancy each year, and about two 
thirds of them are classic, or manifgst tases of 
ruptured ectopic pregnancy, and are easily diag- 
nosed as such. In them the Fallopian tube has 
ruptured at the pregnancy site and there has 
been a sufficiently large and abrupt disruption 
of the tube wall to cause considerable sharp, local 
pain and the sudden loss of a large amount of 
blood into the peritoneal cavity, with the ex- 
pected resultant syncope and shock, and the 
rapid development of generalized lower abdomi- 
nal pain as the blood fills the pelvis and irri- 
tates its parietal peritoneum. 

The other one third of the cases which we 
regularly see — the occult cases — are difficult 
to diagnose because the symptoms and physical 
findings are mild and indefinite. In them the 
rupturing of the tube is a slow and gradual 
process, or has not yet occurred, and the bleed- 
ing into the abdomen is only slight in amount, 
or, again, has not occurred. There is no sudden 
and acute lower abdominal episode, therefore, 


nor is there usually any pain of more than 
slight and transitory nature. In a few cases 
there is gradual and almost asymptomatic abor- 
tion of the conceptus from the fimbriated end of 
the tube, or, the pregnancy in the tube begins 
to regress and resorb before more than a slight 
degree of rupture has occurred. 

The clinical picture of the occuli cass of 
ectopic pregnancy, in our experience, is one in 
which the symptoms are vague and slight, 
About two thirds of these patients have !ower 
abdominal pain as their chief complaint, and it 
is unilateral in about half the cases. Apyroxi- 
mately one third of these women give a history 
of having missed one or two menses and then 
of having had some slight, irregular spotty 
vaginal bleeding. None of them have exvperi- 
enced syncope, nausea and vomiting, weakness, 
anorexia nor rectal pain. The findings on p)uysi- 
cal examination are likewise not very remarkable 
in that they are not in shock, their blood pressure 
and pulse readings are normal, and they may 
not be having any pain at the time of examina- 
tion. The abdomen may be normal to percus- 
sion, auscultation and palpation, and on pelvie 
examination the findings may be equivocal or 
normal. 

In some of these occult cases, however, we have 
found mild deep tenderness in one lower quad- 
rant over the adnexal area, there may be slight 
tenderness on manipulation of the cervix, and 
slight tenderness of the peritoneum in the cul- 
de-sac. In a few cases adnexal masses are made 
out, especially if pelvic examination under anes- 
thesia is wisely resorted to. We have not felt 
so much at a loss in correctly diagnosing these 
occult cases since, in 1948, we began to do 
routine needle aspiration of the cul-de-sac 
through the posterior vaginal vault in all sus- 
pected cases of ectopic pregnancy. 

In the series of 136 patients having tubal 
pregnancy recently published from our service’, 
culdocentesis was performed in 129 cases. In 
123 instances the intraperitoneal fluid so aspi- 
rated was grossly bloody, the other 6 cases vield- 
ing only a very small amount of clear or cloudy 
peritoneal fluid. In 5 of these 6 cases of “nega- 
tive tap” the tubal pregnancy was still unrup- 
tured, as determined at laparotomy. Laparotomy 
was performed in these 5 patients despite @ 
negative culdocentesis test on the basis of (1) 
the History of a missed period, with of without 
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subsequent spotty vaginal bleeding, (2) because 
of a positive pregnancy test, and/or (3) because 
of the palpation of an adnexal mass, all of which 
made us suspicious of ectopic pregnancy. <A 
reasonable suspicion of the presence of ectopic 
pregnancy existed in our minds in these 6 pa- 
tient-, despite the negative cul-de-sac “taps”, 
and «0 laparotomy was routinely performed. The 
biolosic pregnancy test is of greatest value in 
thos: suspect cases in which the cul-de-sac aspi- 
ratio: test is negative, i.e. when there has as 
yet | en no bleeding from the ectopic pregnancy 
site. It must be reiterated, however, that a 
nega ive biologic pregnancy test does not rule 
out «ctopic pregnancy. 


I: 1952 we performed exploratory laparotomy 
on 6: women because of our relatively certain or 
only suspicious impression that they had ectopic 
preg ancy. In 62 of these cases, or 97 percent, 
ecto} ic pregnancy was found and was successfully 
treat.d. In one case there had been rupture of 
a he:norrhagic corpus luteum of the ovary while 
in tie other, a very obsese woman, normal in- 
trauierine pregnancy was found. In all of these 
64 patients we had obtained non-clotting, bloody 
fluid upon aspiration of the cul-de-sac, but only 
63 of these women actually had free blood in 
the abdomen. The woman who had a normal 
intrauterine pregnancy had no hemoperitoneum, 
and so we misinterpreted a bloody aspiration, 
which, in retrospect, must have consisted of whole 
blood aspirated from a vein in the gravid uterine 
wall itself, since the uterus was in retroposition. 
This blood probably was diluted by some peri- 
toneal fluid sucked in as the needle tip traversed 
the cul-de-sac, which prevented it from clotting 
normally. 


During 1952 we missed making the diagnosis 
of ectopic pregnancy in 2 instances, but one of 
these women signed out of the hospital before 
our work-up was complete and had a laparotomy 
at another hospital after her tube ruptured at 


home. The other case, whose pregnancy test 
was negative and culdocentesis unsatisfactory, 
returned at the first real onset of pain, as in- 
structed, and we successfully performed laparo- 
tomy on a very early tubal pregnancy. In these 
cases of missed diagnosis we had been unable 
to perform a satisfactory culdocentesis, because 
of the presence of adherent viscera obliterating 
the cul-de-sac. Since the organs were adherent 
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we were unable to aspirate either blood or peri- 
toneal fluid. 


Culdocentesis, therefore, has been the single 
most valuable diagnostic test, in our hands, and 
its accuracy has been 97 percent. In about 90 
percent of our cases, when positive, it was the 
single confirmatory test which clinched the diag- 
nosis, and it was immediately followed by lap- 
arotomy. We have considered not only the fact 
that the blood so obtained came from the cul- 
de-sac, but that (1) it did not coagulate on 
standing, and that (2) there usually were present 
a few minute, as yet incompletely lysed, old 
blood clots, both of which findings are diagnostic 
of hemorrhage into the peritoneal cavity. As 
has been stated, the apparent hemoperitoneum 
demonstrated by the test was confirmed at 
laparotomy, in 1952, exactly according to our 
culdocentesis findings with the exception of the 
one case of intrauterine pregnancy in which 
accidental uterine wall vena puncture must have 
been performed. The accurate use of the cul- 
docentesis test includes the discarding of the 
occasional test “tapping” from the posterior 
vaginal vault in which one obtains fresh, whole 
blood which rapidly clots, because in such an in- 
stance one must assume that actual venapuncture 
accidentially has been accomplished. At such 
a time we wait about 5 to 10 minutes and then 
tap the cul-de-sae at another point. In perform- 
ing culdocentesis, therefore, one must beware of 
inadvertently tapping a completely retroposed 
pregnant uterus, adherent sigmoid colon, or 
prolapsed and/or adherent adnexae or other vis- 
cera. All cases in which fresh whole blood which 
clots is aspirated must be carefully considered 
as to possible source, and judiciously discarded 
and ignored when such a move is indicated. 


The biologic pregnancy test is never necessary 
in the manifest cases, and needs to be performed 
only in those occult cases in which there is such 
a vague basis for suspicion of ectopic pregnancy 
as not to prompt us to perform culdocentesis. 
Or, when culdocentesis gives negative results 
and the patient is in good condition, and yet 
one is still somewhat suspicious of the presence of 
ectopic pregnancy, the biologic test can be of 
help. 


Williams made an important contribution to 
the knowledge of ectopic pregnancy when he 
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published, in 1944, his excellent paper analyzing 
101 fatalities from ectopic pregnancy in the 
Philadelphia area*. In 44 of these cases the 
correct diagnosis was made before operation, but 
they had gone so overlong before seeking or re- 
ceiving medical care that they did not survive. 
In 21 patients the diagnosis was not accurately 
determined until operation, and 16 of these were 
occult cases. Diagnosis was not made until 
autopsy in the remaining 36 women, 16 of 
whom had typical or suggestive histories of 
ectopic pregnancy, while the other 20 were of 
the non-typical variety. Thus 36 of the 101 
fatal cases Williams presented were of the occult 
type. 

In Williams’ series* an incorrect diagnosis 
was made in 35 cases. In 11 patients the mis- 
taken diagnosis of pelvic inflammatory disease 
was made, which is not surprising in view of 
the fact that from one third to one half of all 
Fallopian tubes removed because of tubal preg- 
nancy show pathologie evidence of old salpingi- 
tis. 9 cases were misdiagnosed as having 
threatened or incomplete abortion, which is an 
easy pitfall into which the unwary physician can 
stumble. In 3 cases the diagnosis of myoma of 
the uterus was made, but the mass apparently 
was that of an ectopic pregnancy instead. Two 
cases were misdiagnosed ovarian cyst, and here 
again the true nature of the adnexal mass was 
not appreciated. Two women, apparently because 
of nausea, vomiting, and abdominal*pain, were 
incorrectly diagnosed as cases of intestinal ob- 
struction, and the following mistaken ‘diagnoses 
were made on 1 case each: retroposition of 
uterus, uterine perforation by contraceptive stem 
pessary, benign uterine bleeding, and anemia. 

Falls has presented very clearly the difficulties 
in diagnosis of certain types of ectopic preg- 
nancy*. He makes particular reference to the 
variations in the clinical picture according to 
what portion of the Fallopian tube contained the 
pregnancy. He reiterated that pregnancies in 
the interstitial portion of the tube are apt to 
progress longer before the onset of definite symp- 
toms than when the ovum is situated in the mid- 
dle or distal third of the tube. Also, when the 
pregnancy is just 1 to 2 centimeters lateral to 
the uterine cornu, this smallest portion of the 
tube may rupture relatively early and give 


marked symptoms of intraperitoneal hemorrhage 
sometimes even before a mensis is missed‘. 
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A recent valuable paper by Johnson® presents 
an analysis of 245 cases of ruptured ectopic 
pregnancy. He divided them into two groups, 
the “acute manifest cases with signs of internal 
hemorrhage”, which comprised 64 percent 0! the 
series, and “obscure latent cases in which the 
products of conception and hemorrhage are 
walled off”, which made up the remaining 36 per- 
cent of his cases. In the manifest group, in his 
series, the correct diagnosis was made preojera- 
tively in 94.6 percent, while this was ac:om- 
plished in only 76 percent in the obscure, or “oc- 
cult” group. In the other 21 cases in the ovcult 
group the diagnosis was not clear but exploratory 
laparotomy was done on the basis of the s:ispi- 
cions of an “ectopic conscious” staff. Here 
again we see the difficulty of diagnosis offered 
by the occult group of cases. 


* * * KF 


The most common erroneous diagnosis of 
ectopic pregnancy, in our experience, has been 
pelvic inflammatory disease. 'The differential 
diagnosis between this condition and occult 
ectopic pregnancy would seem, at first consider- 
ation, to be a simple procedure, but such is not 
the case. A detailed consideration of the differ- 
ential diagnosis (Table 1) reveals that about 
one half of the ectopic pregnancy patients have 
been sterile for from 3 to 7 years, while a history 
of complete primary sterility, or of secondary 
sterility for several years, is slightly more char- 
acteristic of the pelvic inflammatory disease 
cases, but any real differentiation attempted on 
this point would be unreliable. The recent 
menstrual history in the cases of ectopic preg- 
nancy is that of missing a menstrual period and 
the later onset of slight spotty vaginal bleeding, 
while in the pelvic inflammatory disease group 
there will not be a missed period but rather 
polymenorrhoea or menorrhagia, with occasional 
spotty bleeding before or after the prolonged 
mensis. Unilateral lower quadrant abdominal 
pain is present in half the ectopic pregnancy 
cases, but pain in pelvic inflammatory disease, if 
present, is usually bilateral. In the other halt 
of the ectopic pregnancy cases the pain is gener- 
alized throughout the entire lower half of the 
abdomen, while in the pelvic inflammatory dis- 
ease cases the pain is usually limited to the ad- 
nexal areas on each side unless there is obvious 
pelvic peritonitis. 
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TABLE 1 


THE DIFFERENTIAL DIAGNOSIS OF OCCULT ECTOPIC PREGNANCY 
AND PELVIC INFLAMMATORY DISEASE 


OCCULT PELVIC 


ECTOPIC INFLAMMATORY 
PREGNANCY DISEASE 
I. eproductive History 
a. Former pelvic inflammatory In ¥% of In all of 
disease the cases the cases 
b. Time interval between last preg- Usually a period of Frequently no previous pregnancy, or 
nancy and present one, or period secondary sterility none for several years. 
of sterility for from 3 to 10 yrs. 
II. Menstrual History 
a. One menstrual period missed, Usually Usually no missed mensis but there may 
or slight vaginal bleeding the case have been menorrhagia, polymenorrhoea 
when 2-3 weeks overdue and irregular spotty vaginal bleeding. 
III. :/istory of Pain 
a. Unilateral lower quadrant Present in Present in only a few of the cases, but 
abdominal pain, usually about half rarely cramping in nature. 
severe and cramping in of the cases 


nature 


. Generalized lower abdominal Usually not The pain is usually bilateral and limited 

pain, usually constant and present to the adnexal regions, being generalized 
of moderate degree only if there is severe inflammation and 
pelvic peritonitis. 


IV. Physical Findings — General 
a. Patient febrile and ill. No Yes, if an acute case, but not so if in- 
flammation is relatively quiescent. 


b. Leucocytosis Usually none There may be some unless case is ' 
quiescent. 


V. Physical Findings — Abdomen 


a. Abdomen negative except for Usual Unusual, but 
deep tenderness over the ad- may be the case 
nexae in the lower quadrant 


on one side 


Usual 


. Same, except there is bi- 
lateral lower quadrant 
tenderness over the adnexal 


regions 
VI. Physical Findings — Pelvic 

Examination 

a. Bleeding from external os Slight or none Usually none 
of cervix 

b. Slight enlargement and soft- May be present Not present 
ening of the uterus 

c. Adnexal (tubal) mass Usually present Masses nearly always bilateral, prolapsed 
present on one side and adherent to the pelvic floor, 

d. Peritoneal tenderness in Present only if there | Tenderness of the adnexal masses them- 
the cul-de-sac region has been bleeding into selves, and not primarily in the cul-de- 


the abdomen sac. 


e. Needle aspiration of cul- Positive bloody tap Blood rarely obtained, and then only by 
de-sac through poster ior usually obtained (in accidental venapuncture. 
about 90 per cent of 


cases) 
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With regard to physical findings (Table 1), 
if the patient is febrile and ill, and has an ap- 
preciable leucocytosis, then she probably has 
pelvic inflammatory disease rather than ectopic 
pregnancy. Palpation of the abdomen in a case 
of ruptured tubal pregnancy may show deep 
tenderness over the adnexae in a lower quadrant 
on one side, whereas there would usually be ten- 
darniess aver the adnexae on both sides in women 
having pelvic inflammatory disease. This point, 
however, alsa may be equivocal and quite unde- 
pendable. On plevic examination, if there is any 
active bleeding from the cervix the chances are 
generally in favor of ectopic pregnancy over pel- 
vic inflammatory disease. [f the uterus is slight 
ly but symmetrically enlarged and a little softer 
than normal, then ectopic pregnancy is more 
likely than pelvic inflammation. If an adnexal 
mass is palpated only on one side, instead of 
masses on both sides of the pelvis, then ectopic 
pregnancy is the more likely diagnosis although 
this is not a wholly dependable finding. In 
pelvic inflammatory disease the adnexal masses 
are nearly always prolapsed and adherent to the 
floor of the pelvic fornix on each side, whereas 
tubal pregnancies are generally higher up in the 
pelvis, frequently being at about the level of 
the uterine fundus. If there is peritoneal ten- 
derness centered in the cul-de-sac region, which 
is usually the case when there has been some 
bleeding into the peritoneal cavity, then the case 
is probably one of ectopic pregrianty, whereas 
when the tenderness is chiefly intrinsic in the 
adnexal masses on each side of the pelvis the 
patient is most apt to have inflammatory disease. 
Finally, needle aspiration of the cul-de-sac has 
proven of very great value in the differential 
diagnosis of these cases, since better than 95 
percent of all cases of ectopic pregnancy, in our 
experience, sooner or later give “bloody taps”, 
and the only time blood is obtained on culdo- 
centesis in cases of pelvic inflammatory disease 
is when an accidental venapuncture occurs. 


The next most common incorrect diagnosis of 
ectopic pregnancy is threatened or incomplete 
abortion. The ditferential diagnosis here is not 
quite so difficult as in the case of pelvic inflam- 
matory disease (Table 2). With regard to the 
reproductive story there may be a history of 
pelvic inflammatory disease and previous sterility 
in over half the ectopic pregnancy cases, while 


such is rare when there is threatened abortion. 
Furthermore, there has been previous tubal preg. 
nancy in about 10 percent of these cases, while 
about half of the threatened abortion patients 
have had previous abortion and have never had 
tubal pregnancy. As far as the menstrual history 
is concerned, the patient having tubal pregnancy 
usually gives a history of having missed one 
menstrual period, and of slight spotty, va<ina) 
bleeding, without midline uterine cramps, when 
2 to 3 weeks overdue. The case of threaiened 
abortion, on the other hand, usually gives a 
history of having missed 2 menstrual periods, 
with the onset of some vaginal bleeding, and with 
associated midline uterine cramps, when out 


6 to 10 weeks overdue, on the average. 


With regard to abdomina) pain, the woman 
having ectopic pregnancy usually has unilaieral, 
lower quadrant pain, which may be cramp-like 
and localized in the adnexal region, or she has 
fairly constant and generalized lower abdoniinal 
pain (when the pelvis is full of blood). ‘This 
is not the case in threatened abortion, because the 
uterine contractions cause the pain to be dif- 
fusely present in the general lower midline region 
of the pelvis. Furthermore, syncope is rarely 
present in cases of threatened abortion. 


The physical findings wary according to 
whether the case in question is a manifest or acute, 
type of ruptured ectopic pregnancy, an occult 
or non-acute type, or only a case of threatened 
abortion (Table 2). If the patient has had an 
appreciable hemorrhage, as in manifest rupture 
of a tubal pregnancy, she will usually be appre- 
hensive and have a rapid and weak pulse, and 
will frequently have cold and moist extremities, 
shock, and a low blood pressure. Such findings 
are only rarely found in cases of occult ectopic 
pregnancy and in threatened abortion. Abdomi- 
nal examination reveals some distension and 
some moderate and diffuse tenderness, and may 
give evidence of contained free fluid, or a 
“doughy” feel, in the usual case of manifest 
ruptured ectopic pregnancy. In the average occult 
case, however, the only finding may he some 
deep tenderness over the adnexae in one lower 
quadrant. When there is threatened miscarriage 
the abdomen is generally negative except for the 
presence of an enlarged uterus usually palpable 
in the lower midline. On pelvic examination 
the case of threatened abortion may have consid- 
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TABLE 2 


rtion, THE DIFFERENTIAL DIAGNOSIS OF RUPTURED AND UNRUPTURED 
ECTOPIC PREGNANCY AND THREATENED OR INCOMPLETE MISCARRIAGE 


preg. 

while THREATENED, INEV)- 
tients RUPTURED OR ABORTING TABLE OR INCOMPLETE 

TUBAL PREGNANCY ABORTION 

istory (. eproduction History 


haney a. Former puerperal infection In about 1/6 of the cases No history of it 

{ pit b, Former non-puerperal In ¥2 of the cases No history of it 
salpingitis 

. Time interval between last 4% to % of cases sterile for Rarely history of sterility. May 


pregnancy and present one, preceding 3-7 years be first pregnancy; time 1n- 
or period of sterility terval otherwise normal 


izimal 
when 
jened 
a . Number of previous preg- Ist or 2nd pregnancy in 4 No specific relationship 
riods, nancies of cases 


with . Repeated occurrence Previous or subsequent tuba) History of previous abortion if 
about pregnancy in 8-10% of cases about half of the cases 


-ecent Menstrual History 


a. One menstrual period missed, Usually the case Rarely the case 


oman 
tonal or slight vaginal bleeding 
when 2-3 weeks overdue 
fee: . Two or more menstrual periods Rarely the case Usually the case 
e has missed, or slight vaginal 
inal bleeding when 6-10 weeks 
This overdue 
e the . Slight, “spotty”, irregular Frequently the case Rarely the case 
dif- vaginal bleeding, without 
3 uterine (lower midline ab- 
>qion 
dominal) cramps 
arely 
/tistory of Pain 
a. Unilateral lower quadrant Present in half the cases Rarely present 
r to abdominal pain, usually severe 
cute and cramping in nature 
ocull b. Generalized lower abdominal Present in half the cases, Rarely present 
pain, usually constant and of particularly when abdomen is 
ened filled with blood 
a moderate degree ed with bloo 
ok. c. Lower midline abdominal Rarely present Usually the case 
ture pain, intermittent in type, 
ppre- simulating menstrual “cramps,” 
and or labor pains 
ities, Acute Type Non-Acute or Occult Type 
lings 
topic lV. Physical Findings — General 
i’ a. Patient very apprehensive Usually Occasionally Occasionally 
ymi- 
Z d b. Pulse rapid and weak Usually Rarely Rarely 
aa c. Extremities moist and cold Frequently Rarely Rarely 
m 
_ d. Blood pressure low or at Frequently Rarely Rarely 
shock levels 
‘ifest 
coult 
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ower 
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» the (Continued on next page) 
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TABLE 2 (Continued) 


V. Physical Findings — Abdomen 

a. Abdomen negative, except for 
slight, deep tenderness over 
the adnexae on one side 

b. Abdomen somewhat distended, 
diffusely and slightly tender, 
and may have sort of 
“doughy” feel 

c. Abdomen negative, except 
for slight sensitivity of 
slightly enlarged uterus, 
which may be palpable on 
deep pressure just above 
symphysis puhes 


Occasionally 


Frequently 


Rarely 


Usually Rarely 


Occasionally Rarely 


Rarely Usually 


VI. Physical Findings — Pelvic 
(Examination under anesthesia 
may be necessary) 

a. Bleeding from external os 
of cervix none 

b. Slight enlargement and 
softening of the uterus (is 
asymmetrical in interstitial 
pregnancy) 

c. Adnexal (tubal) mass present A 


d. Peritoneal irritation and 
tenderness in cul-de-sac 
region 


e. Needle aspiration of cul- 


de-sac through posterior blood 
vaginal vault 


Slight or 


Usually 


Usually present 
and tender 


Usually present 


Always get 


Slight or 
none 


Slight to profuse 


Usually Usually 


Usually present Not present 

and frequently 

tender 
Frequently Rarely present 


present 


Usually get Do not get blood 


blood 


~ 


erable bleeding from the cervix whereas such 
probably would not be a prominent feature in 
ectopic pregnancy. Slight enlargement and soft- 
ening of the uterus can be found both when 
there is threatened abortion and ectopic preg- 
nancy and so may not be of much differential 
diagnostic value. Palpation of an adnexal mass 
and the presence of peritoneal tenderness would 
be in favor of ectopic pregnancy, while such are 
unusual findings in cases of threatened abortion. 
Finally, culdocentesis would be negative in the 
abortion cases, but this test is positive in prac- 
tically all of the manifest and in about 85 per- 
cent of the occult ectopic pregnancy patients. 
The next most common pitfall in diagnosis 


has been the misinterpretation of the nature of: 


palpable pelvic masses. If one palpates a nodule- 
like enlargement of one uterine cornu, myoma 
is apt to be the first impession which is enter- 
tained, whereas it may well be due to an inter- 


stitial or cornual ectopic pregnancy. Sometimes 
an intraligamentous ectopic pregnancy can be 
so closely adjacent to the lateral surface of the 
uterus that one would be more apt to consider 
it a myoma arising from the lateral wall of the 
uterus. The firm consistency of some of the 
older and larger pregnancy masses, particularly 
when there has been some organization of their 
contained blood clot, can certainly cause them, 
on pelvic examination, to resemble a myoma. 
A pregnancy involving a tube which is ad- 
herent to and curled around a prolapsed and 
adherent ovary can, for all the world, resemble, 
on palpation, merely an old, post-inflammatory, 
tubo-ovarian cystic mass. A developing ectopic 
pregnancy thus can be firmly adherent to the 
floor of the pelvis and may even be firmly ad- 
herent in the cul-de-sac itself. Another instance 
of deception is when a tubal pregnancy has rup- 
tured quietly and gradually inside the serosal 
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layers of the meso-salpinx and thence on inside 

the broad ligament itself; since one does not 

expect to find a pregnancy there it can very 

easily be mistaken for an intraligamentous cyst. 
* * *£ F 


Tie following cases have recently offered 
diffi-ult diagnostic problems on our service: 


A CASE OF RUPTURED TUBAL PREGNANCY 
MISTAKENLY DIAGNOSED AS PELVIC 
INFLAMMATORY DISEASE 


D/., D.R.H., #13735 — 30-year-old, colored woman 
first seen in the Emergency Room, March 7, 1953, 
beca' se of sudden onset of lower abdominal pain, prin- 
cipa!.y in right lower quadrant. 6 living children, 
yourzest 3 years old. Last mensis began February 5th. 
Pel: .c examination revealed prolapsed, adherent ovaries, 
with tenderness on the right side. Diagnosed pelvic 
inflematory disease, given injection of penicillin, told 
to r turn to the Out-Patient Clinic. Next seen at night 
in }.mergency Room, March 14th, because she had 
beer. awakened from sleep by severe generalized lower 
abdominal pain, nausea and vomiting. Had marked 
lower abdominal tenderness, with rebound tenderness 
chie!ly in the right lower quadrant. Pelvic examination 
reveled marked cul-de-sac tenderness and slight en- 
largement of the right adnexae. Culdocentesis 
provided non-clotting blood. Laparotomy was _per- 
fornied immediately, and revealed a ruptured, early 
pregnancy in the right tube 3 cms. in diameter and 
situated 1 cm. lateral to the uterine cornu. There was 
300 ccs. of bloody fluid in the peritoneal cavity. 

The tubal pregnancy, it can be conjectured, most 
probably was unruptured when she was first seen in 
the Emergency Room, and the adherent adnexae led 
to the diagnosis of pelvic inflammatory disease. Then 
she had gone home and 7 days later she had been 
awakened from her sleep by an acute lower abdominal 


‘episode which was unmistakeable for ruptured tubal 


pregnancy. Her true condition remained occult, there- 
fore, until tubal rupture and hemorrhage occurred. 


A CASE OF RUPTURED TUBAL PREGNANCY 
MISTAKENLY DIAGNOSED AS THREATENED 
MISCARRIAGE 

L.S., D.R.H., #52-15633 — 27-year-old, colored 
woman admitted 11-16-52 complaining of nausea, vom- 
iting, and lower abdominal pain, most marked on the 
left side. Her last mensis had begun on 9-23-52, and 
she had slight spotty vaginal bleeding and associated 
lower midline abdominal cramps on several recent occa- 
sions. She had had 2 children and 2 previous miscar- 
tiages, the last pregnancy 2 years before admission. 
Examination revealed mild lower abdominal tenderness, 
and the uterus was said to be the size of a 6 weeks 
pregnancy and lightly adherent in mild retroposition. 
Culdocentesis produced whole blood which rapidly 
clotted, accidental venapuncture being presumed. She 
was admitted to the hospital, a few hours following 
which she developed fever and left pyelitis. Impression 
was: threatened miscarriage; acute pyelitis. Patient 


for November, 1953 


“signed out” of hospital, returned home, had a sudden 
acute lower abdominal episode the following night, was 
admitted as an emergency case to another hospital, 
where laparotomy a few hours later disclosed a freshly 
ruptured left tubal pregnancy which was firmly ad- 
herent in the cul-de-sac, the pregnancy mass being 6 
cms. in diameter. 

One point which threw us off the track here was 
that the pain was experienced in the midline of the 
lower abdomen. Furthermore, the left adnexae were 
enlarged, and were adherent in the midline in the 
cul-de-sac. The left adnexal mass was so adherent to 
the posterior surface of the uterus, by old post- 
inflammatory adhesions, that the soft tubal pregnancy 
mass was mistaken for an enlarged and pregnant uterus. 
The culdocentesis, in retrospect, gave gross blood which 
clotted because the needle tapped, most probably, the 
maternal blood lake of the conceptus in the tube, or an 
adjacent pelvic vessel. The fact that the pregnancy 
had not yet actually ruptured made the symptoms and 
signs so mild as to keep the true nature of the case 
occult until rupture finally occurred. 


A CASE OF RUPTURED ECTOPIC PREG- 
NANCY MISTAKENLY DIAGNOSED AS 
INCOMPLETE MISCARRIAGE 
M.N., D.R.H., #52-10562 — 32-year-old, obese, 
colored woman admitted from the Emergency Room 
on 1-11-53, complaining of increasingly profuse vaginal 
bleeding daily since 12-17-52, her last normal mensis 
having started 10-16-52. There had been sudden onset 
of right lower abdominal pain 2 weeks before which 
caused her to call her physician. He told her she had 
a “bad tube and ovary”. There were two further 
similar painful episodes, the last, in which she fainted, 
occurring a few hours before admission. She had also 
felt pain in the rectum. On admission she was in 
shock, was pale, and her hemoglobin was 7.5 grams. 
Breasts were lactating (she was still nursing her 10- 
month infant). Abdomen extremely obese, protuberant 
and tympanitic, otherwise negative. Pelvic examination 
revealed bleeding from the cervical canal; the uterus 
was soft, the size of a 6-weeks pregnancy and was 
freely movable. The adnexae on both sides were 
enlarged and adherent, and slightly tender on the right. 
Impression: “Incomplete miscarriage, with hemorrhage 
and shock. Watch for possibility of ectopic preg- 
nancy”. The patient was transfused, she came out of 
shock, and was found to have a fever of 101°. The 
next day (about 8 hours later) pelvic examination 
under anesthesia confirmed the adherent bilateral ad- 
nexal masses, and the slightly enlarged and soft uterus. 
Culdocentesis, negative on admission, now yielded fresh, 
non-clotting blood. The gravid type of mucus plug in 
the cervical canal was seen to be undisturbed, and to 
be in situ and intact, so the impression of miscarriage 
was discarded in favor of that of ectopic pregnancy. 
Laparotomy was done at once, and a right tubal preg- 
nancy, in the process of gradual abortion from the 
fimbriated end of the tube, was found. An old, ad- 
herent left hydrosalpinx was present, and both ovaries 

were adherent. 
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In this case the vaginal bleeding was the most promi- 
nent symptom, she was bleeding from the uterus on 
admission, was in shock, and her very obese abdomen 
was essentially negative. After admission, when she 
had some increase in lower abdominal pain, the clinical 
picture changed, and her culdocentesis test became 
positive. 


When one has taken a history on a woman, 
and has performed a physical examination (in- 
cluding that of the pelvis, of course) and the 
findings have raised in one’s mind the question 
of ectopic pregnancy, the next step should be 
culdocentesis. This simple test can be done as 
an office procedure without anesthetic, and if it 
yields non-clotting blood then one knows that the 
woman has blood in her peritoneal cavity. If she 
is in the childbearing period of life, which, for 
practical purposes, should extend from the 15th 
through about the 48th year, then one must as- 
sume that she has a ruptured ectopic pregnancy. 
By far the most common cause of intra-abdomi- 
nal bleeding, in the absence of another apparent 
source, in women in the childbearing years, is 
ruptured ectopic pregnancy. Long established 
statistics have borne out the correctness of this 
working assumption in hundreds of recorded 
cases. When the presence of free blood in the 
abdomen has been established in such a case, 
therefore, laparotomy should be performed at 
once. 

If, in such a case, the culdocentesig ddés not 
yield any blood, one may or may not have ectopic 
pregnancy to deal with. If the*patient’s other 
findings are such as to indicate ectopic preg- 
nancy, and, if in addition, there are suggestive 
evidences of intra-abdominal hemorrhage, then 
laparotomy should be performed. If the pa- 
tient’s condition is not acute, and the culdo- 
centesis does not give blood, she should be kept 
under close and continuous surveillance while 
a biologic pregnancy test is performed. If this 
test is positive, the only remaining decision to 
be made is whether the pregnancy is intra- or 
extra-uterine. This point may be difficult to 
decide, but careful pelvic examination under 
anesthesia, and soft tissue x-rays of the pelvis, 
taken with the patient lying at an oblique angle 
on the table, may be of real help in settling this 
point. When, however, this question of location 
of the pregnancy still cannot be decided, one is 
faced with the proposition, if it is ectopic, that 


it may not rupture for several days or weeks, 
When such a situation exists, the physician has 
three choices regarding a course of further ac- 
tion. He has to choose between continued hos- 
pitalization and its close surveillance, the dis- 
charge of the woman from the hospital to hier 
home (which entails inadequate coverage). or 
exploratory laparotomy. The course of week. 
after-week hospitalization is so costly these diys, 
and the dangers of discharge so great, that, 
when a reasonable suspicion of. ectopic prog- 
nancy exists, exploratory laparotomy is ‘he 
wisest and most feasible step. 


The genesis of the “reasonable suspicion”. to 
which reference has been made, really cores 
from experience with these cases. The first of 
two coexisting evidences which should begin to 
arouse suspicion in the mind of an alert phy <i- 
cian, in a woman in the childbearing age, is ‘he 
history of a missed period with some subsequent 
spotty vaginal bleeding; the second evidence is 
that of some lower abdominal pain. If such a 
patient has both, or even only one of these 
symptoms, her history should be taken in suf- 
ficiently careful detail, and her examination 
should be so thoroughly performed, as to permit 
a ruling out or a strengthening of the examincr’s 
suspicion that ectopic pregnancy might be pres- 
ent. If his final impression is that ectopic preg- 
nancy must be ruled out, then the four principal 
tests, culdocentesis, pelvic examination wnder 
anesthesia, a biologic test for pregnancy, and/or 
soft-tissue x-ray of the uterus (given in the 
order of their usual decreasing degree of help- 
fulness) should be resorted to as has been out- 
lined. 

If one follows the reasoning and steps in the 
foregoing there should not be much real diffieul- 
ty in detecting and treating the occult cases of 
ectopic pregnancy. If every physician would do 
a careful pelvic examination on every woman 
who complains of any sort of lower abdominal 
pain or menstrual irregularities, including 
amenorrhoea, and if he would make himself 
“ectopic pregnancy conscious”, even to the extent 
of becoming somewhat “paranoid” on the sub- 
ject, our profession would not have to face the 
ignominy of over a hundred deaths from ectopic 
pregnancy in this country each year, the responsi- 
bility for which is usually chargeable to the 
original or principal physician seeing the patient. 
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SUMMARY 

1. Two thirds of the cases of ectopic pregnancy 
are ‘he obvious, or manifest type, and are readily 
so diagnosed, while the other third may have 
only slight or no rupture of the tube and thus 
may have mild and vague symptoms and signs, 
and in them the true condition is hidden, or 
occ !t, and the diagnosis is not easily made. 

2. When a case raises the physician’s suspi- 
that ectopic pregnancy may be present 
he -nould try to learn if the patient is or is not 
pre nant. If it is established that she is preg- 
nai, then the decision must be reached as to 
wh ‘her the pregnancy is intrauterine or ectopic. 

Valuable “tests” through which the riddle 
ne occult cases may be solved are (a) cul- 
- ntesis, (b) careful pelvic examination under 
thesia, (c) biologic pregnancy test, and (d) 

' tissue x-ray studies of the pelvis taken in 
oblique axis, with or without pneumoperi- 
um. 

4. In the occult type of ectopic pregnancy 

most frequent mistaken diagnosis, in 
decreasing frequency of their occurence, are: 

‘ie inflammatory disease, threatened or in- 
coniplete miscarriage, myomata uteri, ovarian 
eysi. and intestinal obstruction. 

5, A positive culdocentesis test, in which non- 


clotting bloody fluid is aspirated, means that 


there has been bleeding into the peritoneal cavi- 
ty. Since ruptured ectopic pregnancy is by far 
the most common cause for such bleeding in 
women in the childbearing age, laparotomy is 
then indicated. 

6. The history of a missed mensis, followed 
by some spotty vaginal bleeding, with or without 
lower abdominal pain, should evoke a beginning 
suspicion of the presence of ectopic pregnancy 
in the mind of the alert physician, and he should 
carry out her work-up so thoroughly as to rule 
out, or to further substantiate, this suspicion. 

?. A fairly well substantiated, or reasonable 
suspicion that ectopic pregnancy is present, 
should make exploratory laparotomy mandatory. 
1512 St. Antoine St. 
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FOOD AND CANCER 


In hitman beings, cancers already established 
have shown little response to dietary alterations ; 
but in animal experiments, alternate restriction 
and supply of a vitamin such as riboflavin or 
pantothenic acid, has appreciably prolonged life. 
Vitamin antagonists have produced similar ef- 
fects: in some children, chemical antagonists to 
folic acid such as aminopterin have been of tem- 
porary benefit in leukemia. Recent advances in 
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leukemia concern certain pyrimidine compounds. 
When administered to animals, these drugs in 
combination with a folic acid antagonist appear 
to inhibit neoplastic growth more than antifolics 
alone. For nutritionists, the exploration of such 
antimetabolities offers rich opportunities for ex- 
tending knowledge of normal and abnormal 
growth. William H. Sebrell, Jr., M.D., Nutri- 
tion Ard Research Potentialities In 
Chronic Disease. Pub. Health Rep., Aug. 1953. 
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III. Diagnosis and Differential Diagnosis 

Although superficial fungus iafections of the 
skin are of common occurrence in temperate 
climates and are responsible for a goodly number 
of cutaneous infections, there is the distinct im- 
pression that this diagnosis is made mainly on 
clinical grounds and, at times, is unwarranted 
and erroneous. 

The common sites that are frequently incor- 
rectly judged fungus in etiology include re- 
current vesicular eruptions of the hands and 
feet, inguinal dermatoses and eruptions of the 
glabrous skin where circinate scaly lesions of 
a sub-acute or chronic nature may be present. 

The diagnosis of a fungus infection should and 
can be accurately established by the direct micro- 
scopic examination of skin scrapings from in- 
fected areas. The additional use of cultural 
techniques further add certain advantages in 
determining the exact species of the responsible 
fungus. 

The methods employed consist essentially of 
first a direct mount. Material is taken directly 
from the edges of a suspected lesion or vesicle, 
placed on a slide to which is“added a drop of a 
10-20% solution of potassium hydroxides Upon 
this, a cover-slip is placed, and the preparation 
gently heated. Microscopic examination using a 
high dry power objective will reveal the mycelia. 
Similar material dipped briefly in 70% alcohol 
and then placed on Sabouraud’s dextrose agar 
slants and kept for two weeks or more at room 
temperature may reveal a typical colony. The 
gross colony characteristics and a culture mount 
placed in a drop of Amann’s fluid (lacto-phenol 
cotton blue) on a slide and examined micro- 
scopically aids in differentiating the genus and 
species of the fungus. 

Other diagnostic aids include the filtered 
ultraviolet light (Wood’s Light) which is used 


mainly in infections of the scalp and in tinea 
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Superficial Fungus Infections 


David M. Cohen, M.D., 
Chicago 


versicolor. The demonstration of fungi by 
histologic staining methods is of limited pra:ti- 
cal value and does not lend itself to routine ise, 
The interpretation of intracutaneous tests dilfer 
among various observers and they are considered 
to be of little practical value. Animal inocu!a- 
tions are used mainly in the diagnosis of ‘he 
deep mycotic infections. Fermentation and 
agglutination and serologic tests are used to a 
limited extent in studying the yeasts. 


TYPES OF RINGWORM INFECTION 
a. Tinea Capitis — Ringworm of the Scalp — 
Tinea capitis is a fungus infection of the scalp 
and hair caused by various species of Micro- 
sporum and Trichophyton. 

The condition is observed mainly in children 
before the age of puberty (M. Audouini). The 
infected hairs lose their luster, break off with 
a resultant partial loss of hair in a patchy form. 
Varying degrees of inflammation are present 
ranging from a mild scaling to a marked tissue 
reaction which may result in a painful elevated 
boggy tumefaction (kerion). 

This differential diagnosis must include 
seborrheic dermatitis, psoriasis, alopecia areata, 
pseudopelade, pyodermia, folliculitis decalvans, 
trichotillimania and secondary syphilis. 

All suspected cases should be examined by the 
Wood’s light which will reveal a_ positive 
fluorescence in the Microsporum and some of the 
Trichophyton infections. Microscopic examina- 
tions of the infected hairs will demonstrate 
spores about the hair and mycelia. Cultures 
will further determine the genus and _ species. 

The culture here is paramount in importance 
because some Microspora (M. canis) are easily 
cured, whereas M. Audouini or species of T’i- 
chophyton may require intensive and: prolonged 
treatment. The delineation of the correct spe- 
cies causing the infection may be of great aid in 
determining the source and proper control meas- 
ures. 

b. Tinea Corporis — Ringworm of the Body. 
—Tinea corporis is caused by various species of 
Trichophyton and Microsporum which involve 
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the glabrous skin and produce lesions which vary 
fron. those of simple scaling to deep granulo- 
mati. 

This form of ringworm is characterized by one 
or ore pea-sized, nummular or larger, circular, 
circ: mseribed, slightly erythematous, dry, scaly 
patches. These may not be raised above the 
leve. of the normal skin or may be slightly 
elev :ted, particularly at the border. This is 
usu: lly more inflamed and more scaly than the 
central portion of the patch. An annular out- 
line is thus produced and the ring (“ringworm”) 
ma\ extend peripherally to a diameter of several 
inc! es. In some case, concentric circles develop 
or: ngs form upon one another, making various 
pati corns. 

I], another variety, there is a more emphatic 
tiss.e reaction to the fungus, characterized by 
vesi- ulation and exudation. As this inflamma- 
tio. spreads peripherally, circular crusted patch- 
es :radually are formed. Like the macular type, 
the-e have a tendency to clear at the center, 
while spreading at the periphery, so that ringed, 
thickly crusted lesions are produced. These 
lesions, as a rule, cause very little discomfort 
other than slight itching. 

Qccasionally a deep pustular type, resembling 
cearuncle or kerion, is observed on the glabrous 
skin. This is called trichophytic granuloma or 
tinea profunda. 

Psoriasis, pityriasis rosea, granuloma annu- 
lare, neurodermatitis, annular secondary syphilis, 
annular lichen planus, seborrheic dermatitis, con- 


‘tact eczema, drug eruptions or erythema annu- 


lare centrifugum may resemble tinea corporis. 

c. Tinea Cruris — Ringworm of the Groin.— 
Tinea cruris is an infection involving the groin, 
perineum and perianal region, caused by F’pider- 
mophyton floccosum and species of Trichophy- 
ton. 


‘l'vpical areas are characterized by sharply 
marginated, elevated, papular scaly patches of 
dermatitis with active, spreading peripheries 
studded with vesicles or vesicopustules. The 
lesions are usually bilateral but not necessarily 
symmetrical. In acute cases there is consider- 
able erythema, while older cases may show only 
lichenified, leathery and plaque-like lesions. 

The differential diagnosis includes erythrasma, 
moniliasis, lichen simplex chronicus, contact 
dermatitis, psoriasis and seborrheic eczema. 
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d. Tinea Pedis — Ringworm of the Feet.— 
Tinea pedis is an infection of the feet, invading 
particularly the toe webs and soles caused by 
various species of Trichophyton, Epidermophy- 
ton and, rarely, species of Microsporum. 
~ The clinical characteristics are at times widely 
different in appearance, behavior and response to 
treatment. The inflammatory type, which is 
usually caused by T. gypseum, appears on the 
feet in the form of vesicles on an interdigital 
web, on the sole or on both. These vesicles rup- 
ture readily and the skin at the site of the lesion 
becomes macerated and soggy. The development 
of fissures or cracks is common. Due to scratch- 
ing and trauma, an increase in the inflammatory 
reaction and secondary pyogenic infection may 
appear. This reaction may result in the ap- 
pearance of vesicles and bullae which contain 
cloudy or frankly purulent material. This may 
lead to an undermining of the entire sole of the 
foot with a cellulitis, lymphangitis and lympha- 
denitis with fever and systemic reactions. Co- 
incident with such an inflammatory reaction on 
the feet, vesicles may appear at a site or sites 
remote from the original infection. The hands 
(particularly the palms and sides of the fingers) 
are chiefly affected. This type of eruption is 
due to the dissemination of products of fungi 
through the blood stream, and the lesions are 
known as “dermatophytids” or “ids”. 

In the chronic type there may be vesiculation 
or acute reaction which rather quickly developes 
fissures in the toe webs usually between the 
fourth and fifth toes, but more commonly the 
epidermis in the interspaces appear white, 
macerated and soggy. Hyperhidrosis is com- 
mon and the lesions are often odoriferous. This 
chronic intertriginous form tends to be dormant, 
representing a “carrier stage”. 

Another chronic papulosquamous hyperkerato- 
tie type is characterised as a rule by the absence 
of vesicles and pustules. The eruption most 
often is limited to the heels, soles and sides of 
the feet. The scales appear furfuraceous and 
branny and occur on an erythematous, thickened, 
patchy base which usually is well demarcated but 
may involve the entire sole. Hyperkeratotic 


plaques often develop over the heel and ball of 
the foot frequently in a symmetrical fashion. 
Such lesions rarely cause symptoms and may 
not be noticed by the patient. 


by 
use, 
lifer 
pred 
ula- 
the 
and 
oa 
alp 
ren 
he 
ith 
ont 
sue 
‘ed 
de 
ta, 
ns, 

he 

ve 
he 

a- 

te 
es 
pe 
ly 
d 
n 
315 
| 


Tinea pedis must be differentiated from con- 
tact dermatitis, pustular psoriasis, dermatitis 
repens, pustular bacterids, pyodermias, dyshidro- 
sis, moniliasis, secondary syphilis and drug 
eruptions. 

e. Tinea Unguium — Ringworm of the Nails. 
—Tinea unguium is a chronic infection involv- 
ing the nails, caused by Epidermophyton floc- 
cosum, various species of Trichophyton and 
Candida albicans. 

The nails becomes thickened, lusterless, fri- 
able, whitish or yellowish. The infection usual- 
ly begins distally or at the lateral edge of the 
nail. In some instances the top of the nail 
separates distally, leaving it thin, furrowed, 
ragged and deformed. The patient usually gives 
a history of previous infection of the toes, feet 
or hands; toe nails are affected more often than 
finger nails, and one or more nails may be af- 
fected. Paronychial involvement is uncommon 
except in infection due to C. albicans. 

The differential diagnosis of tinea unguium 
includes psoriasis, onycholysis, acrodermatitis 
perstans, paronychia congenita and dystrophy 
following pyogenic infections of the paronychia. 

f. Tinea Versicolor.—Tinea versicolor which 
is caused by Malassezia furfur is a chronic super- 
ficial disease characterized by fawn to brownish- 
colored desquamating macules involving princi- 
pally the trunk. Occasionally the axillae, groin, 
arms, thighs, neck and face and, scalp are affected. 

On the trunk the lesions of tinea.yersicolor 
are superficial, and appear as irregular, circum- 
scribed, brownish-red, furfuraceous patches. Such 
lesions fluoresce under the Wood’s light. 

In some instances, pseudoachromia, resulting 
from screening from sunlight or a possible toxic 
inhibition of pigment formation, is a feature of 
the infection. 


A direct mount of scales from the brown 
colored macules will reveal the fungus as clusters 
of thick-walled, round and budding forms sur- 
rounded by short, straight and angular frag- 
ments of mycelium. Routine cultures are not 
made because M. furfur cannot be grown on 
artificial media. 

The infection must be differentiated {rom 
seborrheic dermatitis, erythrasma, secon: ary 
syphilis, pityriasis rosea, cholasma and viti'igo, 

g. Other Ringworms.—There are several t pes 
of superficial fungus infections which although 
important are of rare occurence in this cli)iate 
and are not included in this review. These in- 
clude favus caused by 7. Schoenleini. Tinea 
barbae which is mainly caused by T. gypse.um, 
erythrasma due to Actinomyces minutissima ind 
others. 

In regards to moniliasis which is caused by 
Candida albicans (Monilia) the clinical pictures 
are so varied depending upon the location of the 
infection that they will be discussed at some 
other time. I have, however, taken the oppor- 


tunity to present illustrations of monilial in- 
fections where they play a role as a differential 
diagnositic possibility in a superficial fungus in- 


fection. 
SUMMARY AND CONCLUSIONS 

Superficial fungi are responsible for a large 
number of cutaneous eruptions. It is recom- 
mended that demonstration of the etiologic agent 
be done before treatment is instituted. If a ther- 
apeutic test is unsuccessful, it is mandatory to 
review the case, with appropriate laboratory as- 
sistance. 

A review of the salient features of the more 
common superficial fungus infections and some 
of the differential diagnostic possibilities are 
presented. 

104 S. Michigan Ave. 
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Operative Dentistry for the Cerebral 
Palsied and Difficult Child Patient 
Under General Anesthesia 


Wayne R. Dunnom, D.D.S., 
Oak Park 


Ii view of Patient’s Psychological Patterns.— 
Fea is one of the most important emotions that 
we vave. In its place, it is a valuable response. 
Out of place, it is most destructive. Since today 
most fears are out of place their mastery is ex- 
tre: ely important. The term “anxiety” is close- 
ly r-lated to fear as we deal with it. The anxious 
person is in a continual state of morbid dread. 
Thi- dread attaches itself to everything that has 
a bearing on the life of the patient. 

I: is the ambition of all dentists to practice 
their profession with the shortest, quickest, most 
reliible and most effective means of preventing 
emotional reactions in his patients without in- 
terfering with performing good dentistry. But 
modern dentistry demands more than a skillful 
practitioner - it demands the practice of the art 
of dentistry. 

Dentists are all familiar with the psycholog- 
ical effects which environment can have on the 
patient, as illustrated by the proper arrangement 
of office equipment, provision for agreeable odors, 


tastes, and sounds such as music, and so on. 


This type of indirect influence on the perceptual 
level is an important part of dental psychology ; 
but, of course, only a first step. The more essen- 
tial consideration is the personal relationship 
that must be built between the dentist and his 
patient. 

Fach patient has a distinct personality, and 
the dentist must he prepared to deal with his 
emotiona) reactions as well as his diseased tissue 
und carious teeth. For the emotionally stable 
patient, the ordinary concepts of the art of den- 
tistry are sufficient; but what about those many 
thousands of children and adults who may be 
classified as nervous patients? We have to think 
of those people whose emotional reactions are ex- 
aggerated — as people who have not vet grown 
up psychologically. Their personality develop- 
ment in this respect has been retarded or arrested 
at some childhood or even infantile level of 
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growth. They are more sensitive and react in a 
more intense degree to external irritations than 
average people. It is unfortunate that some 
dentists have an attitude of contempt or impa- 
tience toward patients of this type. For these 
patients, the art of dentistry must go beyond our 
commonly accepted standards. 

In our opinion, general anesthesia has 
answered this challenge through the application 
of drugs and gases which give the patient reas- 
surance; in other words, aids to create in the 
patient a sense of relaxation and ease. This 
reassurance is further exemplified by the fact 
that, in this type of patient, in our office, all the 
operative dentistry is accomplished in one opera- 
tion. Why not? Does the sfargeon remove our 
gall bladder in four or five sittings ? 

The Difficult Child. — Due to the brevity of 
this paper, I dedicate the first phase of this 
article to “the difficult child”. The screaming. 
kicking, frightened child, who refuses to respond 
te reason, coaxing or kindness, is well known to 
all of us. The child’s mother invariably gives 
a history of visiting many dental offices without 
definite treatment being carried out due to the 
child’s behavior in resisting all therapy. 

At this point they are usually referred to our 
office. On the first visit, the patient receives 
an oral examination. X-Rays are attempted: 
however, if impossible on the first trial, they are 
deferred until during the induction stage of the 
anesthetic. A history is taken from the very con- 
fused mother, and a date for the operation is 
made. 

Anesthesia Techmque. —- The patient reports 
to the office one hour before the medica) anes- 
thesiologist for their pre-medication, which 
usually is Atropine sulphate and morphine, or 
one of the barbiturates, 

After one hour of resting in our post-anesthet- 
ic room, the child is given a chest and cardiac 


examination by our physician and is then wheeled 
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into our office operating room wich, from 4 
standpoint of anesthesia equipment, has been 
duplicated in every way from the most modern 
hospital, including a medical anesthesiologist. 

The child is placed in the chair, and the nasa) 
piete is removed from the gas machine. I blow 
a mixture of nitrous oxide and oxygen through 
the black hose in the patient’s face, at my nurse, 
at me; in other words, it is a big joke to the 
patient as “sweet air” being blown through 
“Mommiy’s vacuum cleaner”, as so many of them 
have typed this technique. Enough of this direct 
blowing in the vicinity of the face makes the 
patient fall asleep naturally, with no bad memory 
of a large piece of rubber material “suffocating” 
them to sleep. 

At this phase, our anestheiologist takes over 
and replaces facemask to hose and induction pro- 
ceeds with Nitrous Oxygen and Trichloroethylene 
as a synergetic agent to give a balanced anes- 
thetic to assure us that the normal oxygen 
content of the blood is maintained throughout 
the anesthetic. On long cases the Trichlorethy- 
Jene is shut off and is supplemented with ether. 
The rebreathing bag is emptied several times 
during induction to remove the nitrogen from 
the mixture. Pulse, blood pressure, and respira- 
tions are recorded throughout the anesthetic. 

When the patient is ready for treatment, the 
face mask is replaced by the nasal inhaler: and 
the patient is either put on a semi-clozed“System 
of nitrous oxide, oxygen, and ether, or closed 
system of ether and oxygen, “This decision is 
made by our anesthesiologist based on the pa- 
tient’s physiology. 

Mouth props are then placed in the mouth, the 
tongue is pulled forward, and moist throat packs 
are placed at the posterior region of the oral 
eavity. A heavy duty aspirator must be used to 
pick up tooth debris and blood. 

Cavity preparations are started on one seg- 
ment of the mouth. They are done with the aid 
of cold water to prevent pulp damage. As no 
real time limit is placed on me, my attention and 
efforts are drawn to well-prepared cavity prep- 
arations and the usual cement bases and finally 
the finished amalgam, 

We then move to other quadrants of the mouth 
until all operative dentistry is performed. 
Pulpotomies are encouraged in this technique as 


a dry relative sterile field usually gives us a good 


margin Of success with this type of operation, 
A\\ extractions and oral surgical procedures are 
left to the end. 

After all operations are completed, the throat 
packs are removed and the pharynx Is examined 
by the aid of a laryngoscope. Any blood or debris 
is suctioned from the throat. The child is then 
placed on 100% oxygen for ten minutes, and is 
then removed to our past anesthetic room w' vere 
blood pressure, pulse and constant attentio: is 
given the patient during his emergence from the 
anesthetic. 

Problems Surrounding The Cerebral P.lsy 
Patient. — The next group to consider is ‘he 
Cerebral Palsy patient, of whom someone has 
ealled them “the forgotten children”. Fi ve- 
hundred thousand individuals are estimated tv be 
victims of Cerebral Palsy in our nation. Ten- 
thousand children are born each year with inis 
condition. This is a condition as we know it 
where muscular control is impaired or lost. ‘Ihe 
etiology varies from injury to the brain tissue 
during difficult birth, to variations in the de- 
velopmental structures of the brain. When 
damage to the brain is inflicted, little can be 
done, but the patient can be helped to overcome 
some of his disabilities by various therapeutic 
methods, viz. physio-therapy, psycho-therapy, 
surgery, speech training and drug therapy. 

Types vary also from spasticity, which ac- 
counts for fifty percent of all the cases, atheto- 
sis, in which constant involuntary movements 
occur, accounting for thirty-five percent of 
cases, ataxia, where there is inability to retain 
balance and hold posture; and, finally, tremor, 
and rigidity complete the group. 

The lact of motor control in these children 
makes it very difficult for them to maintain ade- 
quate oral hygiene and for the dentist to carry 
out the necessary dental treatment, And it is to 
this type that T dedicate the second portion of 
my paper. 

In our experience in the past five years, where- 
in we have seen all cases mentioned above many 
times, we have found a great deal of inflamma- 
tion and hypertrophy of the gum tissue. We 
have also noted deformities of the denta) archs 
and malocclusion due to the abnormal muscu- 
lature. Carious teeth were found to run high 
due tg the lack of motor control and Jasily 
grinding of the teeth by involuntary movements 
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added to the very poor oral condition of these 
patients. 

Again, I ask you; Are we to let these poor 
patients rack with pain or to make their a)- 
@ark confused life more untolerable? 
Y) ntistry for the cerebral palsied child is still 
in its infancy, so for the busy dentist it seems 
only proper to encourage this patient to submit 
to general anesthesia and have al) dental pro- 
ce lures completed at one sitting. 

Our technique is different in this group of 
pi tients. We use sodium pentothal for imdue- 
tim. ‘This is a two-and-a-half percent solution 
ad is injected intravenously. A 3 ce. solu- 
tion of curare is also used. This is most im- 
portant to the spastic patient, as it gives us 
extra relaxation and decreases the amount of 
sidium pentothal needed to get the patient in 
a surgical relaxed stage. 

If the operation is expected to exceed fifteen 
nidnutes, we insert a naso-pharyngeal tube at 
the point of the disuvpearance of the eyelid re- 
flex. This must !* approached with reserva- 
tion. A markedly deviated septum or enlarged 
turbinate may prevent the proper insertion of 
the tube, Pentothal auesthesia is supplemented 
by a fifty percent nitrous oxide oxygen mixture 
delivered through an ordinary dental nasal 
mask. Again, a heavy duty aspirator along with 
proper throat packs should be used to prevent 
aspiration of bone fragments and blood into the 


throat. 


The same post anesthetic procedure is em- 
ployed as stated above, except that 3 c.c.’s of 
Metroze®) is injected through the same needle 
and vein into the patient at the close of our 
dental procedure to hasten his anesthetic re- 
covery period. On all long cases, the use of 


fluids, dextrose 5 pereent in water is usually 


used from induction period until the patient 
is ready to go home, One out of three mothers 
cry with joy as they see the child recover so 
beautifully and realize their child, after many 
years of neglect, can now have the same fine 
denta) care that the norma! child receives. 

In our norma) but obstreperous child, when 
returning for future denta) work, submit to my 
suggestion to try and have the teeth drilled with- 
out going to sleep. Many permit me to do so, 
making it obvious that general anesthesia has 
served to break the anxiety fixation in their 
mind and has restored them to normal emotional 
individuals. 

CONCLUSIONS 

The employment of proper psychotherapeu- 
tic technique and anesthesia becomes particu- 
larly important in the practice of dentistry 
for children. Dentists cannot evade their pro- 
fessional responsibilities by giving disinterest 
or dislike as an excess for deficiencies in deal- 
ing with young patients. 

In this brief paper, 1 have tried to outline 
two aspects of the many in the practice of den- 
tistry where the art of dentistry is the more 
important aspect in the case of patients who 
visit our offices. It is a matter of personal 
pride that each of us believe that our knowledge 
and technical dexterity is modern and up to 
date; and, as practitioners of the science of den- 
tistry, each of us feels we are without peer. 
However, let us not in our egotism regarding 
our scientific and technical accomplishments be 
blind to those patients who seek and deserve 
special consideration of their problems. The 
satisfaction of a job well done and the grati- 
fices in extra time, effort and consideration 


tude of these patients makes the small sacri- 


worthwhile. 
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The Role of the Police Scientist in a Medical 


Legal Investigation 


Ralph F. Turner, 
East Lansing, Michigan 


Everyone knows that in the majority of homi- 
cides, accidental deaths, or deaths under suspi- 
cious circumstances, the police are first to contact 
the problem, and all too frequently the patholo- 
gist arrives after the investigation is well under 
way. We know that academically the pathologist 
is required only to ascertain and report the im- 
mediate cause of death, yet any experienced 
medico-legal expert admits that often his diagno- 
sis is held in abeyance until certain questions 
which can be resolved only by a study of the 
“associated evidence” have been answered. 
Therefore, the integration of the police scientist 
into the scheme of an orderly medico-legal in- 
vestigation is important. 

For practical purposes our observations begin 
with the initial report of the offense and the 
arrival of a police officer. Important happenings 
which may influence the ultimate decision are 
not considered now. Imperative as it is that a 
medical examiner observe the body of the victim 
before it has been moved,“ we know that this 
procedure is followed, or is operationally prac- 
tical, in only a smal] percentage of the cases. In 
the absence of this personal examination of a 
crime scene, the medico-legal expert must rely on 
the impressions of witnesses and police officers, 
the latter usually being more reliable because of 
their training and experience. Common methods 
of recording a crime scene include notes, field 
sketches, scale drawings, photographs and models 
or three dimensional replicas of certain forms 
of evidence. While the measurements accom- 
panying sketches are important, photography of 
the highest order is the most valuable part of this 
preliminary work. It is impossible to over- 
emphasize the necessity for forensic pathologists 


Read at the joint meeting of North Central Region 
College of American Pathologists, Illinois Society of 
Pathologists and American Academy of Forensic Sci- 
ences. Dec. 6, 1952. Chicago, Illinois. 

Associate Professor, Department of Police Admin- 
istration, Michigan State College. 


to have a detailed record of the exact relation 
of the body to its surroundings in addition to 
the minutely detailed picture of the victim. In 
many cases crime scene photographs have |.een 
studied for hours in an attempt to reconcile 
laboratory findings with facts surrounding the 
discovery of the crime. To illustrate, the victim 
of homicide had been transported in the trunk of 
the assailant’s car. The body was subsequently 
deposited in a rocky creek bed where it was 
discovered. Several officers examined the body 
but failed to notice two cireular impressions on 
the left hip of the victim. A crime scene photo- 
graph clearly revealed the tell-tale marks which 
were determined to have been caused by the body 
resting on the hubcap of a spare tire in the 
trunk. Incidentally, these impressions were not 
apparent when the body was later examined in 
the morgue by a medical examiner. The body 
had been virtually drained of blood thus account- 
ing for the lack of post mortem lividity. 

Police scientists should be thoroughly ac- 
quainted with all photographic technics necessary 
to the proper recording of a crime scene. The 
forensic pathologist should advise the police 
laboratory photographer exactly what types of 
photographs are helpful and thus avoid the dis- 
appointment and irritation which usually comes 
with the average crime scene photograph. 

Following the recording of the crime scene the 
second, and probably the most important step in 
the investigation is begun. This is the collec- 
tion and preservation of evidence. While most 
police officers are aware of the importance of 
this phase of a criminal investigation, it is 
particularly encouraging to note that several 
medico-legal experts have prepared papers on 
this subject. Accounts of the investigations of 
recent disasters such as Coconut Grove, Texas 
City, Ringling Bros. Circus and Noronic fires 
are the best evidence of the need for a proper 
understanding of this subject. ; 
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Some of the more common types of physical 
evidence include stains (blood, seminal, fecal, 
other body fluids, oil, grease, paint, food and 
miscellaneous), clothing or fragments thereof, 
fibers, fragments of paint, glass, metal and wood, 
fingernail scrapings, soil samples, the vast 
number of chemicals, both solid and liquid, 
tox'c and non-toxic and those classified as drugs 
or narcotics, hair both human and animal ete. 
In fact, evidence is defined as anything which 
preves or disproves the validity of the statement 
in juestion. There is little or no similarity be- 
tween the identification of the above types of 
evilence and the recognition of fat emboli in a 
tisue section. Yet, proper evaluation of this 
ty)e of evidence is just as important as a deci- 
sic. which states that an individuai was dead be- 
fois or after being placed in a room which was 
de-troyed by fire. It is fantastic to assume 
thet the forensic pathologist is expert in the 
scientific skills necessary to conduct examinations 
adinittedly outside of his field, and it is equally 
preposterous to suggest that one police scientist is 
equipped to perform all pertinent examinations. 
Herein lies sufficient reason to justify, even de- 
mand, the creation of a recognized branch of a 
medicolegal investigation which may be called 
police science and which is not to be confused 
with police administration, criminology, crim- 
inalisties, ete. 


The dangers of venturing outside of one’s own 
field of specialized knowledge are apparent to 
the forensic scientist, yet it is far more alarming 


~ to see evidences of faulty, pseudoscientifie tes- 


timony introduced into a court of record. This 
fact becomes more appalling when we consider 
that the potential life or liberty of a fellow 
human rests in the balance. I have read some of 
the reported scientific testimony examined by the 
Court of Last Resort in review of cases wherein 
a miscarriage of justice is suspected. No one 
would be proud to claim authorship to some of 
the statements reviewed in the dispassionate light 
of an objective analysis of the facts, 5 to 15 vears 
after the trial. 


In several areas a trained police scientist can 
offer invaluable assistance but in three fields, 
especially, conflicting opinions are expressed by 
witnesses. First of these is the matter of powder 
burns incidental to a gunshot wound. Questions 
are raised about the distance between the muzzle 
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of the gun and entrance wound in the body, the 
presence or absence of powder burns, the spatial 
distribution of powder particles and the nature of 
metal particles which may or may not be present. 
Unquestionably the pathologist must report on 
the nature and appearance of the tissue sur- 
rounding the wound, but any further remarks 
should be supported by the results of a chemical 
isolation and identification of powder residue, 
panchromatic and infra-red photographs of the 
area in question and possible x-ray and / or 
spectrographie analysis of metallic substances. 


Secondly is the dermal nitrate test to deter- 
mine whether or not a subject may have fired a 
gun recently and which is either the target of 
enthusiastic support or of positive denunciation. 
Innocent people are subjected to interrogation, 
arrest, arraignment and trial, with results of a 
carelessly done diphenylamine test as the prin- 
cipal shred of evidence. At the opposite extreme 
many responsible agencies refuse to consider it 
as an investigative aid. However, the medico- 
legal expert should include this technie in his 
procedure and use it in manner consistent with 
its limitations. 

The third field is the determination and in- 
terpretation of alcoholic intoxication. Admit- 
tedly, this problem is of greater importance to 
the living than to the dead, but more contra- 
dictory, and frequently non sensical, scientific or 
expert testimony is offered about this problem 
than any other legal question under scientific 
investigation. Because this field of investigation 
involves chemical, physiological and psycholog- 
ical understanding, and because it is associated 
with a large percent of our criminal cases, a 
close working relationship between the medical 
examiner and the police scientist are essential. 


Many have mixed feelings about the value of 
a police laboratory or police scientist. We all 
know that the greatest need for improvement 
lies at this bottom, yet highly important rung 
of the ladder. With a few exceptions, the police 
scientist of the past, has been a self-made expert. 
In fact, police science as such in the United 
States began in the City of Chicago in 1929 as 
a direct result of the St. Vaiertine’s Day mas- 
sacre. At present, the University of California, 
Washington State College and Michigan State 
College are offering four year undergraduate 
programs in police science. These programs are 
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attempting to acyuaint the serious student with 
the basie technics essential to a police labora- 
tory. 

‘The departments are also engaged in research 
programs, which are so necessary to the develop- 
ment of any science. ‘here are many problems 
of course content, emphasis of certain technics, 
adequate background preparation, accrediting of 
programs, etc. But more important is the neces- 
sity of convincing our police administrators 
that a laboratory technician must be well trained, 
adequately paid and properly integrated into 
the orderly scheme of efficient scientific criminal 
investigation. The American Academy of 
Forensic Sciences understaiids that’ such a pro- 
gram is necessarily a long range endeavor and 
measures must be taken to improve the existing 
conditions. To accomplish this, the Academy 
is devoting much time to a survey of the prob- 
lems which are most apparent. Forgetting 
for a moment the financial side, a clear cut def- 
inition of the boundaries of police sicence is 


most. important. Here, scientists in other 
forensic fields must cooperate in the divisioy: of 
responsibilities. Some medical examiners [fee] 
that the identification of a seminal stain is right- 
fully within their scope of activity, while others 
refuse to include this particular examinatio:: in 
their laboratory routine. Once the limits o! the 
field have been established, training and quilifi- 
cations must be considered. Here, the So: iety 
for the Advancement of Criminology, whic! is 
the organization currently representing the col- 
leges and universities offering police science )ro- 
grams becomes the logical group to assist in the 
establishment of minimum standards for our 
teaching efforts. 
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NEW TOOLS FOR CANCER 


During the past few years, with the develop- 
ment of improved working tools such as the mi- 
cromanipulator for single cell studies, electron 
microscope, phase microscope, television micro- 
scope, improved photomicrography, and moving 
pictures, as well as better staining and other 
cytologic techniques, it is possible to demonstrate 
convincingly that variations in morphology are 


not necessarily “atypical” or “degenerative” but 
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in some organisms seem to follow a development- 
al and growth pattern which can repeat itself 
over and over if conditions permit. Kahn’s metic- 
ulous single cell technique demonstrated that un- 
der some conditions the tubercle bacillus does 
not undergo binary fission but increases by 
breaking up into many minute granule bodies 
from which sprout tiny, hairlike new rods. | ir- 
ginta Wuerthele-Caspe. M.D., et al., Some \s- 
pects Of The Microbiology Of Cancer, |J. Am. 
Women’s A., Jan. 1953. 
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\Vhen considering metastases from tumors of 
the bladder, we think first of local extension 
into the paravesical and retroperitoneal |ymph 
nodes. It is not generally recognized, however, 
that extension by the blood stream to other 
organs, particularly the liver, lungs, and bone, 
is common and may occur at any stage of the 
disease. The older concept of the infrequency 
of bone metastases from bladder tumors. still 
prevails. Secondary extension is common and 
hears no relationship to the degree of infiltra- 
tion or the size of the primary vesical neoplasm. 

The carcinoma registry on the American 
Urological Association in 1934 showed the in- 
cidence of bone metastases to be 3.7 per cent 
ot 902 bladder tumors; and 3 per cent of all 
tumors showed metastases with 47 per cent of 
these to bone. Routine x-ray surveys on all 
patientsavith bladder tumors would undoubtedly 
reveal a much higher incidence of metastases. 

Colston and Leadbetter, in 1936, found 
metastases in 61.1 per cent of 98 cases. Many 
represented end stages of the disease, but others 
did not. They reported that after retroperi- 
toneal gland involvement, the most frequently 
involved organs were liver, lungs, and bone, 
Bone involvement was found in 18,1 per cent 
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CASE REPORTS 


Metastases to Bone from Bladder Tumors 


A. Smith Kinne, M.D. 
Elgin 


of their cases; liver, in 41.8 per cent; lungs 
in 25.4 per cent; and lymph glands in 72.7 
per cent. In their series, most of the cases 
were papillary. Some were small and showed 
no evidence of infiltration even at death. Metas- 
tases took place when lesions were small and 
apparently amenable to therapy. Kretchmer 
and McDonald reported a similar series in which 
they again stressed the frequency of bone in- 
volvement, particularly the fact that it may 
arise in any stage of the disease and seems to 
have no relationship to the degree of infiltration 
of the primary tumor. Spooner found metas- 
taxes in 49 per cent of 163 cases. The liver 
was the commonest site of involvement fol- 
lowed in order of frequency by lungs, bone, 
adrenals and kidneys. He observed that dis- 
tant metastases have been noted in the absence 
of local lymph gland involvement or direct ex- 
tension to contignous organs. Jn 1918 Geraghty 
stated that bladder tumors may be extensive and 
deeply infiltrating without metastases, but there 
may be metastases in malignant papillomata 
without the slightest infiltration of the bladder 
wall. When metastases occur, spread to bone 
seems to be frequent. The fact that extension 
from bladder tumors may be to distant organs 
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Figure 1. Photomicrograph illustrating the structure 
of the carcinoma in the urinary bladder. 


and may occur at any stage of the disease with- 


out relationship to the degree of infiltration 
seems to indicate that in a large percentage ex- 
tension is through the blood stream. 

Case Report—Mr. L.B., aged 49, was first seen July 
16, 1949, complaining of painless hematuria which had 
existed over the past year and had been const@nt for 
the past three months. He had mild frequency and 


nocturia, once nightly. Past history. was noncontribu- 
tory. Physical examination was essentially’ normal. 
The blood pressure was 135/70, the chest was clear, 
and the cardiac rate and rhythm were normal. Liver, 
kidneys, and spleen were not palpable, and his prostate 
was normal in size, shape, and consistency. The ex- 
pressed secretion contained 15-20 exudate cells per high 
power field. Bimanual examination failed to reveal 
any mass or paravesical infiltration. The urine was 
bloody. Cystoscopy revealed an irritable bladder and 
a large edematous papillary tumor covering the right 
half of the floor of the bladder which extended into the 
trigone (Figure 1). The right ureteral orifice was 
obscured by the tumor. Several necrotic foci had small 
adherent clots. Intravenous urogram showed a normal 
left kidney and ureter. The right kidney and ureter 
failed to visualize and a large filling defect was noted in 
the bladder. 


The patient was discharged on February 17, 1950, 


on the 13th postoperative day. Pain was alleviated but 
not eliminated. The patient was ambulatory, but 
gradually lost weight and strength. 

On March 17, 1950, eight months following surgery, 
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Figure 2. Photograph of Roentgen film illustrating the 
extensive distruction of the upper end of the right 
femur. 


the patient felt a snap in his right leg and fell. He 
was again admitted to the hospital and placed in trac- 
tion. X-rays showed a pathologic fracture of the right 
upper femur and extensive destruction of bone (Figure 
2) which was not apparent on X-ray six weeks prior. 

The patient rapidly grew worse and died on April 5, 
1950, nine months following his first admission. 

The autopsy showed the following: The left kidney 
was normal. The right kidney was contracted and 
weighed 100 grams. There were depressed scars on 
the cortex which caused a marked nodularity. The 
cortex was narrowed and distorted, the pelvis thickened 
and the right ureter was slightly dilated. The urinary 
bladder was contracted and an ancient well healed scar 
was seen on the floor. The right ureteral orifice was 
partially occluded by a lobulated, firm, smooth, yellow- 
grey villous mass, 10 by 5 by 5 millimeters which ex- 
tended 1 centimeter into the lumen of the ureter. The 
bladder wall was flexible throughout and no tumor 
tissue was seen in the paravesical areas. The prostate 
and seminal vesicles were normal. The retroperitoneal 
glands were not involved grossly or microscopically. A 
large reddish, soft, necrotic and bloody tumor mass was 
at the site of the pathological fracture of the upper 
third of the right femur (Figure 3). 

The microscopic diagnoses were: 

. Recurrent transitional cell carcinoma of the lower 

end of the right ureter. 

. Metastatic carcinoma of the right femur and tibia. 

*. Right chronic pyelonephritis. 
; Pathologic fracture of the right femur. 
. Bronchopneumonia. 
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Figsre 3. Photomrcrograph illustrating the metastatic 
carcinoma tissue in the upper end of the right femur. 


Discussion: A case of blood borne metastases from a 
blaider tumor to bone is presented. Tumor cells of the 
primary lesion probably entered the blood stream and 
were carried to the bone. Bony metastases present at 


the site of pathological fracture 2, shortly after was 
followed by an extensive, destructive lesion of the 
femur. 

CONCLUSIONS: 

. Metastasis to bone from biadder tumors is 
more frequent than is generally known. 

. Most tumors of the bladder are papillary. 

. Metastases are apparently blood borne and 
bear no relationship to the size of the pri- 
mary tumor. 

. The bony lesions are osteloytic in nature. 

. Radical surgery with removal of pelvic 
lymphatics is an advance, but is not the 
final answer to treatment of carcinoma of the 


bladder. 
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SHIRKING 


There are lots of things in the practice of 
medicine about which we are conscious, and 
about which we sense there may be some impor- 
tance. But we have not crystallized our thinking 
of them into concrete opinions that would deter- 
mine or direct any action, if action were needed. 
Indeed, how complacent we are! In the face of 
a growing incidence of lung cancer we permit the 
dragging in of the doetor-acceptance advertising 
of the cigaret manufacturer. A “big play” has 
been made to use the honorable prestige of a pro- 
fession to fake an endorsement yet we have stood 
for this sort of thing without a murmur. Fdito- 
rial. Pennsylvania M.J., May 1953. 
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THE HUMANITIES IN MEDICINE 


In spite of the fact that it has been brought 
to the attention of the profession for at least a 
hundred years, it is only recently that we are be- 
ginning to realize that warm human understand- 
ing of an individual can sometimes do as much 
toward curing disease as all the drugs and sur- 
gery at our command. This is a particularly im- 
portant concept for the young physician to re- 
member. ‘Too seldom does he realize that his 
splendid scientific education gives him only part 
of the basis for medical practice. In actuality 
he is ill equipped to practice medicine when he 
graduates from medical school. Paul William- 
son, M.D., The Humanities in Medicine. Penn- 
sylvania M.J., June 1953. 
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PATHOLOGY CONFERENCES 


EDWIN F. HIRSCH, DEPARTMENT EDITOR 


Wesley Memorial Hospital 
Edited by R. R. J. Hilker, M.D. 
Chicago 


CASE NO. 3251 
CLINICAL HISTORY 

This 62 year old white male laborer entered 
the hospital with the complaints of. 1) weakness 
for eight weeks, 2) pain in the abdomen for 
three weeks, 3) swelling of the ankles for three 
weeks. 
Present Illness: The patient was fitrfectly 
well until 8 weeks prior to admission to the hos- 
pital. At that time he noted gradual onset of 
weakness, which became progressively worse so 
that he was forced to change his occupation from 
heavy manual labor to dishwashing. About six 
weeks before admission he became unable to 
work at all. Three weeks before admission he 
visited his local physician. This. physician manip- 
ulated a lump in the patient’s epigastrium 
which had been present and asymptomatic for 
20 years. Subsequent to this manipulation the 
patient noted non-radiating colicky postprandial 
pain in the region of the lump. The pain was 
not relieved by change in position or by sodium 
bicarbonate. In fact, the pain became worse 


following the administration of sodium bicar-— 


bonate. There was no history of dysphagia, 
anorexia, nausea, vomiting, change of bowel 
habits, food intolerance, bloody or tarry stools 
or flatulence. Pedal edema was first noted ap- 


proximately three weeks prior to his admission. 
This occurred daily in the late afternoon or 
evening and disappeared after night’s rest. He 
had no shortness of breath or orthopnea. 

There was history of a 25 pound weight loss 
in approximately the last two or three months. 

Past And Family History: Non-contributory 

Physical Examination: Physical examination 
revealed a pale, weak, elderly white male who ap- 
peared chronically ill. ‘The temperature was 97.8 
degrees F., the pulse 92 per minute, and respira- 
tions were 20 per minute. The blood pressure 
was 116/70 mm. Hg. The neck veins were 
slightly distended. The teeth were carious. ‘The 
chest was emphysematous, and the lungs were 
clear to percussion and auscultation. The heart 
was not enlarged. A grade I systolic murmur 
and a split first sound were heard at the apex. 
The abdomen was flat. There was a soft tender, 
irreducible midline epigastric mass which pro- 
truded slightly more with increased intra-ab- 
dominal pressure, and which measured 3.5 cm. 
in diameter. A non-tender smooth liver edge 
was palpated 4 finger-breadths below the right 
costal margin on deep inspiration. There was 
1-plus pitting edema of the feet and of the lower 
legs. Neurologic examination revealed a slight 
left facial weakness, a positive Hoffman sign on 
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the right, and bilateraily hypoactive deep tendon 
reflexes. 

Laboratory Data: On admission the urine 
was normal except for an occasional red blood 
cell and 30 mg. of albumin. Hematologic ex- 
amination revealed 5.4 gm. of hemoglobin per 
100 ce. with 1,900,000 red cells and 7,900 
Jeukocytes per cu.mm. There were many target 


limits. Funduscopic examination revealed arte- 
riosclerotic retinopathy, Gifford II, and senile 
macular degeneration of the left eye. The 
Rumpl-Leeds test was positive. Examination 
of the peripheral blood for L. E. cells was nega- 
tive. 

On the seventh hospital day a sternal puncture 
was done and was repeated two weeks later. The 
results were as follows: 


Second Study 


Normals First Study 

Nu leated cell count 10,000-190,000 16,150 37,000 
Bla-t Cells 0.5% 2.25% 5.50% 
Gri .uloeytie series 33-64% 42.50%* 42.50%* 
Mo: oeytie series 0-5% 0.25% 1.75% 
Pla mocytic series 0-2% 1.00% 4.00% 
Me: akaryocytes 0-2% Occasional 0.75% 
Er\ ‘hroid series 6-39% 25.259%T 19,00%** 


cel|- and some anisocytosis and poikilocytosis. 
Th differential count was 55% segmented 
neu‘ rophils, 12% unsegmented neutrophils, 31% 
lyn phocytes and 2% monocytes. The hematocrit 
was 20. The corrected sedimentation rate was 7 
mm. per hour. The platelet count was 46,920 
per cu. mm. There were 3.9% reticulocytes. The 
prothrombin time was 100 percent of normal. 
The bleeding and coagulation times were within 
norinal limits. The Kahn test was negative. 

The fasting blood sugar was 93 mg. per 100 
ce. The non-protein nitrogen was 25.8 mg. per 
100 ce. The serum proteins were 6.18 grams per 
100 ce. with 2.76 grams of albumin and 3.42 
erains of globulin. The serum phosphorus, al- 
kaline phosphatase, and acid phosphatase were 
normal. The Van den Bergh revealed a heavy 
trace of delayed reaction. The thymol turbidity 
was 2 units. There was 10% retention of brom- 
sulphalein dye after 45 minutes. 

Examination of the stools for ova, blood and 
parasites was negative. A proctoscope was passed 
to 24 em. and nothing abnormal was seen. 
Gastric aspiration after subcutaneous injection 
of histamine revealed free acid. X-ray examina- 
tion of the chest revealed shadows interpreted as 
calcification of the aorta and a 25 percent in- 
crease in cardiac diameter which was mainly left 
ventricular enlargement. A scout film of the ab- 
domen showed only hepatomegaly. X-ray exam- 
ination of the upper and lower gastro-intestinal 
traci was normal. An intravenous pyelogram 
was normal. An electrocardiogram showed sinus 
tachycardia but was otherwise within normal 


for November, 1953 


*Mitotic forms and occasional giant cells seen. 
Many atypical granulocytes present. 

tMany fragmented and mitotic nuclei-marked 
anisocytosis, and poikilocytosis. 

*Atypical neutrophilic cells present similar to 
those seen in first study. 

++Many fragmented nuclei and disintegrated 
cells. Marked anisocytosis and poikilocytosis. 


The tuberculin, histoplasmin, and coccidioidin 
skin tests were negative. Numerous bacteriologi- 
cal examinations were carried out, starting when 
the patient was admitted to the hospital and con- 
tinuing through the course of his illness. These 
include examinations of sputum, gastric washings, 
blood, bone marrow, lymph node, bronchoscopic 
aspiration, urine, and pleural fluid. No tubercle 
bacilli, fungi, or any other pathogenic organisms 
were found. Thoracentesis fluid revealed no 
tumor cells. 

On two occasions the urine showed a faint 
turbidity on heating which partially clarified on 
further heating. ‘The turbidity increased again 
on cooling. On several occasions addition of 
20% ferric chloride to the urine resulted in a 
heavy dark gray precipitate. 

Hospital Course: During the first two weeks 
in the hospital the patient had an intermittently 
elevated temperature rising as high as 101 degrees 
F. In spite of penicillin and blood transfusions, 
his general condition gradually became worse 
and on the 15th hospital day rales were heard in 
the lungs. X-ray of the chest revealed rounded 
densities in the lower part of the right hilum 
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which strongly suggested “hilar adenopathy”. 
Successive X-rays showed progression of this 
lesion to involve the lower, then the upper lobe 
of the right lung, and on the 37th hospital day 
infiltration of all lobes of both lungs were noted, 
as well as fluid in the right pleural space. Fever 
continued in the same irregular fashion but at 
higher levels up to 103 degrees F. Biopsy of an 
axillary node on the 26th hospital day revealed 
fibrosis and hyalinization. Bronchoscopy on the 
30th hospital day revealed only bilateral “acute 
endobronchitis” of undertermined cause, and 
eytologie study of bronchial aspirations showed 
no tumor cells, 

A mass recurred in the area of the lymph node 
hiopsy two weeks post-operatively. This was 
removed and showed on pathological examination 
subacute and chronic inflammation and fibrosis 
of fibroadipose tissue. Post-operatively this 
wound disrupted and became infected with E. 
Coli. 

Peripheral blood studies during the course of 
his illness showed platelet counts varying from 
16,730 to 45,800. His hemoglobin was never 
over 9.8 grams per 100 cc. Reticulocytes varied 
from 1% to 5%. His white blood count varied 
from 5300 to 9300 cells. The differential white 
count showed only immature neutrophils. On 
the 45th hospital day the differential white count 
was as follows: segmented- neutrophils 19%, 
band cells 24%, metamyelocytes 10%, myefocytes 
1%, lymphocytes (mature) 30%, lymphocytes 
(early and atypical) 10%, plasma cells 1%, 
monocytes 4%, pro-monocytes 1%, This was the 
only grossly abnormal differential count recorded. 

In spite of the treatment with vitamins, vita- 
min B-12, penicillin, dihydrostreptomycin, para- 


aminosalicylic acid, and isonicotinie acid, the 


patient’s condition steadily became worse. The 
rales in the chest gradually increased until there 
were moist rales extending throughout the lung 


fields. The patient was digitalized but he died 
on the 53rd hospital day. 


CLINICAL DISCUSSION 

Dr, Gilbert H, Marquardt:* This case pre- 
sents a definite challenge. In reviewing it we 
will go through the protocol briefly. This patient 
presents the story of a lump in the epigastrium 
which became painful after manipulation. The 
20 year history cetrainly speaks for something 
benign. I would suggest that this lump was 
*Attending physician Wesley Memorial Hospital. 
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most likely a ventral hernia, although the possi- 
bility of a lipoma or a fibroma must be consid- 
ered. The pedal edema is a striking feature in 
this case, and may fit with cardiac decompensa- 
tion. However, such other causes as nephriti- or 
nutritional edema must be considered. ‘Ihe 
history of a 25 pound weight loss in two or three 
months is impressive and certainly would s.ig- 
gest some serious debilitating disease. It is jot 
surprising to find an apical systolic murmu: of 
the character noted in a patient with this deyree 
of anemia. However, this murmur may have 
some further significance. Unfortunately we 
have no progress notes in the history concerning 
this murmur. The split first sound heard at the 
apex may be due to a heart block. However, the 
normal electrocardiograph rules this out. 
liver is said to be enlarged to about four finyer- 
breadths below the right costal margin. A four 
finger breadth span is approximately 6 em. How- 
ever, this statement is not complete unless we 
are able to state the position of the upper margin 
of the liver. This is not noted in the history, 
therefore we are unable to say that the liver is 
enlarged, The impressive thing about the laio- 
ratory examinations is the marked anemia, and 
also the low platelet count. The Rump)-Leeds 
test in this case is not a matter of much signif- 
icance. Probably the most significant laboratory 
finding presented is that of the Bence-Jones 
proteinuria. Dr. Cannon, would you show the 


x-rays and perhaps tell us how you measure liver 


enlargement by x-ray? 
Dr, A. H. Cannon: On our first film of the 


chest we can see that there is some increase in 


the transverse cardiac diameter. ‘The lungs are 
entirely clear. On the abdominal film the lower 


margin of the liver appears to be in a position 
compatible with an enlarged liver. 

Dr. Marquardt: Why do you think the liver 
is enlarged ? 

Dr, Cannon: Because it is hanging down a 
little lower than we usually see it. We normally 


consider the liver shadow to be enlarged when it 


is more than the span of one hand. 


Dr. Marquardt: Thirteen days after the ini- 


tial x-ray examination there is a re-examination 
of the chest. Now we see a density in the right 


hilar area which was not present on the other 
film, Otherwise there is no particular change in 
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the chest. X-ray films a week later begin to show 
infiitrations in the right upper and lower lobes. 
The next x-ray examination 11 days later shows 
a remarkable change in the chest. There is a 
prozression in the infiltrative lesions and one 
get the idea that the upper lobe is beginning 
to collapse. There is also infiltration in the 
left lung at this time. There are no lesions in 
the ribs. Later x-ray examinations of the lungs 
are similar except for a small amount of fluid 
in the right pleural space. No x-rays of the 
spire were taken. Perhaps Dr. Cannon could 
tel! us how much fluid must be in the pleural 
speve before it is visible on x-ray examination ? 

Jr, Cannon: A satisfactory x-ray visualiza- 
tio: of pleural fluid can be obtained when from 
17. to 200 ce. of fluid is present. 

Or, Marquardt: 
no: particularly helpful. Al) they tell us is that 
there is some infiltrative process in the lung 
fie.ls, and I would say that this has many char- 
act -ristics of tumor. However, the differential 
diagnosis must include inflammation as well as 
tuuior. The infectious diseases such as tuber- 
ewosis, sarcoidosis and histoplasmosis might 
ease nodular densities in the lungs. Tumors 
which must be considered are carcinoma, either 
primary or secondary, lymphomas, Hodgkin’s dis- 
ease, leukemia, including plasma cell leukemia, 


The x-rays in this case are 


and multiple myeloma. 

First let us consider tuberculosis. Much of 
the clinical evidence in this case points to tuber- 
eulosis, but many gastric washings and sputum 
specimens were negative for tubercle bacilli. In 


spite of the fact that it is possible to fail to 


demonstrate tubercle bacilli by laboratory ex- 
amination, I think that tuberculosis in this pa- 
tient may be pretty well ruled out. 


Further cultures fail to reveal any fungus or 
other infectious diseases as a cause for these 


lesions. ‘The case for sarcoidosis is not nearly as 
good as that for tuberculosis. It may be ex- 
cluded onthe basis of the lymph node biopsy. 
We have no evidence of lesions in bone and 
there is no evidence of carcinoma elsewhere in 
the body metastasizing to the lungs. Hodgkin’s 
disease is a possibility, but this is almost certain- 
ly ruled out by the lymph node biopsy. The 


lymphomas must be considered. However, there 
is no generalized lymphadenopathy, and certainly 


no cervical adenopathy evident in this patient. 
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Multiple myeloma is the disease which must 
be most seriously considered. Laboratory data 
supporting this diagnosis are the reversed al- 
bumin/globulin ratio, the plasma cells in the 
peripheral blood and bone marrow, and the 
Bence-Jones protein in the urine. This disease 
usually begins in later life. ‘The symptoms are 
usually a type of girdle pain, but they can be 
localized. In this disease there are usually 
tumors in the ribs. Anemia is a very common 
finding. A plasma cell type of leukemia must 
also be considered here. Multiple myeloma has 
been present in several cases which have been 
diagnosed as myeloid leukemia. There is no 
support for the diagnosis of hypersplenism to 
explain this patient’s symptoms. In my opinion 
this case belongs in the tumor group, and my 
diagnosis is multiple myeloma associated with 
plasma cell leukosis. 

Dr. T, C, Laipply: 
showed in the urine did not completely disappear 
when the urine was boiled, It increased again 
when the urine was cooled. Dr. Marquardt, do 
vou think this is a typica) reaction for Bence- 
Jones protein ? 


Dr, Marquardt: I think it is a characteristic 


reaction in that there was some clearing of the 


urine upon boiling even though the precipitate 
did not completely disappear, ‘This is the reac- 


The cloudiness which 


tion one would expect when Bence-Jones protein 
is mixed with albumin in the urine, 

Dr. Laipply: Dr. Rhoads, what did you think 
of this case? 

Dr. P. S. Rhoads: My first diagnosis is multi- 
ple myeloma. The other things which I think 
should be seriouly considered are sarcoidosis, 
tuberculosis, and an aleukemic leukemia. 

Dr, Laipply: Does anyone think that fever 
is a constant finding in multiple myeloma ? 

Dr. David FE. Markson: I had a case with a 
constant fever. 
like a myeloma of some kind, but the lungs are 
rarely involved. 


Dr. Inipply: Dr. Marquardt, would you like 
to tell us what is in the lungs? 


The iesion in this case looks 


Dr. Marquardt: 'The lesion in the lungs could 
be either tumor or congestion. 

Dr. Laipply: Dr. Cannon, would you give us 
your opinion as to what is in the lungs? 

Dr, Cannon; In my opinion this is an in- 


filtrative lesion in the lungs. 
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Dr. Laipply: Dr. Isaacs, what is your diagno- 
sis? 

Dr. Bertha Isaacs: My first choice would be 
hypernephroma with metastases to the lungs, 
my second would be Hodgkin’s disease, and my 
third diagnosis would be multiple myeloma. 

Dr. F. H. Lestina: Was a blood calcium done 
on this patient ? 

Dr, Hilker; No, None was done, The blood 
phosphorous was 4.29 mg. per 100 ce. 

Dr, Lestina; A blood calcium would help in 
the diagnosis on this patient. It should be 
elevated in multiple myeloma. 

Dr, Laipply: Dr. Lestina, what is your diag- 
nosis ? 

Dr, Lestwma; My first diagnosis would be 
leukemia, and my second diagnosis would be 
multiple myeloma. 

Dr. Laipply: Many metastatic tumors destroy 
bone, and in most cases of multiple myeloma there 
are osseous lesions. There are none in this case. 
Dr. Cannon, would you care to comment on this ? 

Dr. Cannon: What bothers us was that -the 
infiltrative lesion developed so rapidly. We 
think it is uncommon for a neoplastic process 
to progress this rapidly. These lesions are un- 
common for multiple myeloma and it is especial- 
ly uncommon since there are no demonstrable 
bone lesions. I tend toward the diagnosis of an 
inflammatory lesion, perhaps tuberculosis in spite 
of the negative cultures. ~~" ~ « 

Dr. Marquardt: I think that the Iimgs were 
wet. This represents an x-ray picture of wet 
lungs. 

Dr. Iaipply: What kind of heart disease does 
this patient have to account for the wet lungs ? 

Dr. Marquardt: 1 didn’t say that the patient 
has heart disease. Perhaps this is on the basis 
of his anemia. 

Dr, Patrick Riley: I wouid like to disagree 
with Dr. Marquardt about the lungs. The ab- 
sence of engorgement of the pulmonary root ves- 
sels is definitely against edema. I think this is 
an infiltrative process, and the involvement of 
posterior portions of the lungs is highly sugges- 
tive of tuberculosis. 

Dr. Laipply: Dr. Solovy, what is your diagno- 
sis ? 

Dr. J. 8S. Solovy: My diagnosis is lymphosar- 
coma or multiple myeloma. 

CLINICAL DIAGNOSIS 
Miliary tuberculosis 


DR, MARQUARDT’S DIAGNOSIS 

Multiple myeloma associated with plasma ell 
leukosis 

ANATOMICAL DIAGNOSIS 

Plasma cell leukosis involving bone marrow, 
liver, spleen, kidneys, colon and lymph no:dlegs 

Hypertrophy and dilatation of heart (390 gin.) 

Bronchopneumonia with abscess formation and 
organization, bilateral 

Acute fibrino-serous pleuritis, bilateral 

Acute glomerulonephritis 

Acute leptomeningitis 

dacteremia (non-hemolytic streptococcus fecalis) 

PATHOLOGICAL DISCUSSION 

Dr, Laipply: As Dr. Marquardt has so accu- 
rately predicted, the major disease in this case is 
plasma cell leukosis involving bone marrow, liver, 
spleen, kidneys, colon and lymph nodes. 

The heart was somewhat dilated, but not 
enough to cause cardiac failure. The acute 
glomerulonephritis was probably of not more 
than a few days’ duration. This with the bac- 
teremia with non-hemolytic streptococcus go to- 
gether as part of an infectious process. ‘The 
microscopic picture of the bone marrow at au- 
topsy is much more characteristic than that seen 
during life. There are many immature cells re- 
sembling myeloid cells (Fig. 1). We must re- 


(Continued on page 338) 


Figure 1. Plasma cell myeloma involving bone mar- 
row. 
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DIABETES WEEK 

November 15 through 21 will mark the sixth 
aniual Diabetes Week inaugurated and spon- 
sored by the American Diabetes Association. 
This event is almost unique among the national 
“Weeks” of various organizations dealing with 
special diseases. It is not a drive for public 
funds. It is a campaign of service, with the dual 
purposes of discovering unknown diabetics and 
educating both the public and the profession in 
the facts they should know about this disease. 
Implicit in these purposes is the conviction that 
early diagnosis and treatment minimize severity 
and prevent or delay complications. 

With such aims physicians are bound to be 
sympathetic. The question is how best to achieve 
them. The American Diabetes Association, de- 
sirous of working through the local units of 
organized medicine, has persuaded hundreds of 
county medical societies throughout to establish 
committees on diabetes. Each year at this time 
some of these committees arrange for publicity 
via newspapers, radio and television utilizing 
material furnished by the Association; set up 
screening centers manned by professional and lay 
people and employing testing reagents supplied 
gratis by the national organization; secure the 
cooperation of the members of the county society 
in performing free urine tests in their offices 
during that week for anyone who wants them; 
and arrange for experts in diabetes to address 
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scientific meetings. 

This is a plan which the county societies of 
Illinois might well emulate. While it will not be 
possible in most places to put it into effect by 
mid-November of 1953, it is not too early to 
think about 1954. Moreover, there is no reason 
why activities of this kind need to be confined to 
the officially designed Diabetes Week. For ex- 
ample, the Illinois Department of Public Health 
operated this year a most successful exhibit at 
the State Fair in Springfield during which a 
great many Visitors were subjected to screening 
urinalyses. The county fairs which are held 
throughout the state during the summer would 
seem to provide excellent opportunity for public 
education and case finding under properly or- 
ganized local medical groups. The state Public 
Health Department exhibit will be available for 
showing at such fairs during the next two years. 

There are several steps, short of an organized 
campaign, which the individual physician can 
take this month in order to find new cases and 
to further public understanding of the disease. 
He can test his own urine and that of his family 
and friends. He can offer to perform urinalyses 
free of charge during Diabetes Week and induce 
the community hospital to do likewise. He can 
look particularly for diabetes in persons who 
are most subject to it—relatives of diabetics, 
the obese, the middle aged and those suffering 
from acute illness and accidents. 


ell 
les 
1.) 
nd 
3) 
Ap 
is Q 
7 
ON 
ot 
te 
re 
he 
on 
331 
| 
al 


Diabetes Week will be introduced by a nation- 
wide publicity campaign. Many patients and 
potential patients will hear of it and will ask 
questions. Doctors should be prepared to an- 
swer them by refreshing their memories concern- 
ing the principal facts of the disorder. 

Diabetes is due to an absolute or relative lack 
‘of insulin, usually of hereditary origin. Insulin 
deficiency results in defective utilization of car- 
bohydrate chiefly, but also of protein and fat. 
The unused sugar piles up in the blood and is 
excreted in the urine, carrying out with it large 
quantities of water and salt. These physiologic 
abnormalities account for the symptoms of 
excessive urination and thirst, loss of weight, 
hunger, fatigue, itching, visual disturbances, 
pain in the extremities and slow healing of in- 
juries. It must not be forgotten, however, that 
considerable glycosuria may be present for years 
without symptoms; hence the need to search for 
hidden cases. 

Even though typical symptoms be present, the 
diagnosis cannot be made withoit laboratory 
aids. The urine should be tested for sugar two 
hours after an ordinary meal, not on arising, 
for tests performed at the latter time are often 
negative in mild diabetes. Positive urine tests 
must be followed by blood sugar determinations 
because not all melituria is diabetic. Specimens 
of blood, as of urine, should be taken two hours 
after a meal, not fasting. Vabhies-over 200 mg. 
per cent in venous blood by the Folin-Waa method 
of analysis, or over 150 mg. per cent by methods 
determining true glucose, indicate diabetes. 
Values somewhat below these levels are doubt- 
ful and should be checked with a glucose toler- 
ance test. A blood sugar below 120 mg. per 
cent (90 mg. per cent for true glucose) two 
hours after eating excludes diabetes with a high 
degree of probability. 

Early detection of diabetes can be a real serv- 
ice to the public only if screening tests are fol- 
lowed by an accurate diagnosis and adequate 
treatment. Herein lies the physician’s funda- 
mental responsibility —H. T. R. 


In keeping with Diabetes Detection Week, Novem- 
ber 15-21, 1953, we have included the article ‘“‘Screen- 


ing for Diabetes” elsewhere in this issue of the Jour- 


nal. The Department of Public Health is willing to set 
up a similar urine testing station at other county fairs 
provided the local medical societies sponsor and sup- 
port the projects. We urge all county medical so- 
cieties to make use of this opportunity. 


CALL FOR HELP WHEN IT’S NEEDED 


The consultation continues to be the best way 
to solve certain clinical problems. The ideas of 
the general practitioner and the specialist «re 
pooled for the welfare of the patient and ihe 
satisfactory outcome serves to strengthen the ;e- 
lationship between the laity and the medical 
profession. 

Thirty years ago there were fewer special) sts 
than today. They lived in the larger medical 
centers and did not compete with the general 
practitioner. The majority were professors more 
interested in research and teaching than in their 
practice. Now a days there are certified special- 
ists in private practice and in clinics in many 
of our smaller cities throughout Illinois. 

When the relationship between the specialist 
and the general practitioner is good, the com- 
munity benefits because their medical needs are 
best served. But when feelings of competition 
and rivalry exist the family physician may hesi- 
tate to call in a colleague on a difficult case. 
Such reluctance is sheer neglect because every 
physician needs help from time to time. We 
are dealing today with an educated laity; they 
are aware of the fact that there is a natural limit 
to ability and that two heads are better than one. 
By refusing assistance the patient suffers and so 
does the reputation of the physician and the 
entire medical profession. 

How can we improve the relationship between 
the specialist and the general practitioner? First 
we must agree that it is a man’s privilege to 
choose work for which he is best suited. Many 
medical students know by the end of the third 
year that they want to live and work in a smaller 
community as a general practitioner. They 
plan their courses with this in mind and may 
apply for an internship in hospitals where train- 
ing in general practice exists. Other physicians 
enjoy all branches of medicine and consequently 
dislike specialization. .A few do not have the 
money necessary to tide them over three or more 
years of residency, especially those who are mar- 
ried and have children. The specialist, on the 
other hand, limits himself because he believes 
that he cannot hope to know all about every 
medical subject. As a result he learns as much 
as possible about the subject that appeals to him. 
In this regard the difference between the two 
groups is one of point of view. 

We all recognize that the general practitioner 
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is the backbone of American medicine and in 
many areas he is the sole guardian of health. 
But by the same token he should realize that 
specialization is not new and that consultations 
dat as far back as medicine itself. The two 
groups still need each other to practice modern 
medicine. When a consultation is in order the 
fan ily physician should summon the best quali- 
fie specialist in the community. He should 
be a man or woman well known in medical 
cir jes for his ability in the confronting situa- 
tio. It is advisable for the physician to make 
av: lable to the specialist all information includ- 
ing x-rays and laboratory data. 

All too often the question of the specialist’s 
co: duct gives the family physician greatest con- 
cei 1. But this need not be a problem according to 
Gr:ham? if the two get together and review ahead 
of time the simple rules of procedure dealing 
wii the consulation. The fee should also be 
estublished if there is a question along this line. 
Tiere will be no trouble if the consulant re- 
members that he has been called in to work 
through the physician in charge; he should not 
be guilty of usurping the stage and should re- 
member from the beginning to the end that he 
is only a consultant. 

it is preferable to see the patient together but 
to diseuss the case elsewhere. When talking to 
the family the attitude of the consultant must 
be friendly but with sufficient dignity to show 
respect for the situation. Consultations are 


~ rarely forgotten by the family. It is best to dis- 


cuss differences or major changes in therapy 
alone to avoid misunderstanding by the family. 
When finished the consultant should say a few 
words to those concerned that he is leaving the 
patient in capable hands. 


Graham, Hervey King: Relationships in Consultation. 
California Med. 79: 240-243 (September) 1953. 


HOUSE CALLS 


Docters Couter, Held and York! of Decatur 
discovered after making 1,000 house calls that 
one out of every four visits was unwarranted 
because the individuals were well enough to go 
to the office. Three hundred twenty-five of 
the visits were made between 7 a.m. and noon, 
311 from noon to 6 p.m., 206 from 6 to 8 p.m.. 
111 from 8 p.m. to midnight, and 47 after mid- 
night. Of the latter, 15 required a physician with- 
in four hours and 27 were symptomatic but could 
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have been seen the following morning. One ad- 
ditional patient had to be seen within 12 hours. 
The remaining four patients did not need physi- 
cal therapy nor emotional reassurance at that 
hour. 

One hundred thirty-five different diseases were 
encountered during the 1,000 house calls; 14 of 
the conditions covered 66.4 per cent of the total 
calls. The most common clinical entities in or- 
der of frequency were influenza, follicular tonsil- 
litis, nasopharyngitis, pneumonia, gastroenteritis, 
anxiety state, cardiac failure, bronchitis, acute 
back pain, urinary tract infection, coronary artery 
disease, cholecystitis, cerbrovascular accident, 
and bronchial asthma. 

This study was undertaken to obtain statistical 
information on house calls. It demonstrates 
that there are many opportunities to do. research 
in small communities. The results were inter- 
esting and practical. Most of the patients were 
over 65, “emphasizing the importance of geriatric 
medicine.” It also disclosed the drugs most 
needed in the doctor’s bag. The authors found 
that the following 16 products were used most 
frequently: aspirin compounds, penicillin with 
or without streptomycin, soporifics, barbiturates, 
meperidine (Demerol) hydrochloride, Triple 
Sulfas suspension (combination of sulfadiazine, 
sulfamerazine, sulfamethazine, and alcohol), 
cough syrup, morphine, aminophylline intra- 
venously, meralluride (Mercuhydrin) sodium, 
sodium salicylate orally and parenterally, dihy- 
droergotamine methanesulfonate (D.H.E. 45), 
dimenhydrinate (Dramamine) parenterally, Ka- 
opectate, diphenhydramine (Benadryl) hydro- 
chloride parenterally, and codeine orally. 

Fourteen other drugs were included in the bag 
even though they were used occasionally. They 
were digitoxin orally and parenterally, campho- 
rated opium tincture, amobarbital (Amytal) so- 
dium parenterally, epinephrine (Adrenalin) in 
oil, atropine parenterally, quinidine orally, glu- 
cose intravenously, methantheline bromide (Ban- 
thine) parenterally, pentylenetetrazol (Metra- 
z0l), nitroglycerin (glyceryl trinitrate), procaine 
amide (Pronestyl) hydrochloride intravenously 
neostigmine (Prostigmin) parenterally, calcium 
gluconate parenterally, and methantheline bro- 
mide orally. 
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NEW INDUCTION POLICIES FOR 
SPECIAL REGISTRANTS 

Changes in policies affecting physicians, den- 
tists and veterinarians who are subject to the 
Doctor Draft Law announced today by Colonel 
Paul G. Armstrong, State Director of Selective 
Service for Illinois. 


Colonel Armstrong said the loca] boards have 
been requested to discontinue processing Special 
Registrants for physical examination and induc- 
tion due to the fact that the Armed Forces do 
not expect to levy calls for Special Registrants 
during the remainder of the present fiscal year. 
However, the local boards are continuing to 
classify Special Registrants. 


Special procedures have been adopted in the 
case of doctors who are both special and regular 
registrants, a regular registrant being one who 
is subject to the Universal Military Training 
and Service Act and who may be liable for in- 
duction into the Armed Forces as a private. 
Colonel Armstrong said such registrants shall 
be processed for induction as regular registrants 
without regard to their priority status as doctors. 
These men will be given an opportunity to apply 
for commissions in reserve components of the 
Armed Forces, but they must do so prior to their 
induction date. 


Colonel Armstrong stated that it is the policy 
of the Armed Forces to utilize in a commissioned 
rather than an enlisted status any Special Regis- 
trant who qualifies for a commission. Therefore, 
the induction of a regular registrant who is also 
a Special Registrant will be postponed if the 
man has either (a) applied for a reserve com- 
mission and has not failed to accept such a com- 
mission when tendered, or (b) accepted a com- 
mission in a reserve component of the Armed 


Forces or the Public Health Service prior to the 
date he is to report for induction. 

Whenever such a registrant is in a class avail- 
able for military service, or is placed in such a 
class by his local board, the local board will ad- 
vise him by letter tht in order to be eligible for 
postponement of induction he must apply for a 
reserve commission within thirty days after ‘he 
date of the letter. The local board will enc!»se 
forms for him to fill out and return immediat+ly 
to the local board. He will then receive ‘he 
necessary application forms from the Armed 
Force to which he has been allocated, and those 
also must be completed and returned at the ea:li- 
est possible moment. 

It is presumed, according to Colonel Arin- 
strong, that registrants obtaining reserve con- 
missions will be called to active duty as soon as 
their services can be utilized in a commissioned 
status. Such registrants will be inducted as 
enlisted men only if they fail to apply for, or to 
accept when tendered, a commission in a reserve 
component of the Armed Forces and if they do 
not hold commissions in the Public Health Serv- 
ice. If a regular registrant fails to accept a 
commission within thirty days after it is tend- 
ered, the military authorities will notify the State 
Director of Selective Service. 

Physicians, dentists and veterinarians are re- 
minded that when they are discharged from a 
reserve component of the Armed Forces, they 
must register with Selective Service immediately 
as they are liable under Special Registration. 

Special Registrants are likewise reminded that 
any change in their status, including marriage, 
birth of children, completion of specialty train- 
ing, acquiring state license, or passing specialty 
board examinations, must be reported to their 
local Selective Service board as required by law. 
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The Medical Economics Committee. 


MEDICAL ECONOMICS 


John R. Wolff, Chairman, Walter C. Bornemeier, 
Edward W. Cannady, Roland R. Cross, Jr., E. F. Dietrich, W. W. Fullerton, Edwin F. 
Hirsch, Frederic T. Jung, W. R. Malony, Caesar Portes, William Requarth, Frederick W. 
Slobe. 


Avoidable Hospitalization 


W. C. Bornemeier, M.D. 
Chicago 


Avoidable Hospitalization is a major factor in 
the high cost of medical care today. It does not 
seem to make much difference whether or not 
such inpatient service is covered by insurance. 
Many who have no insurance have a pocket full 
of money and like to be admitted to a hospital if 
any medical care is indicated. The people who 
_ have neither insurance nor money go to the 
hospital when medical care is indicated because it 
seems to have become one of man’s inalienable 
rights and therefore should not be denied. 

The people who have insurance covering hos- 
pital care have been educated by the advertising 
of the insurer to enter a hospital for every 
medical service. 

If it were possible to popularize outpatient 
service to the extent that people would go to the 
hospital only when bed care is needed, a great 
annual saving should result. Everything possible 
should be done to make outpatient care attractive. 
First and foremost, all services must be available 
under one roof in attractive surroundings, under 
orderly supervision. People do not like to go 
all over town to get tests and consultations. 
Patient must be seen on regular scliedule. 
Long waits, especially in crowed waiting rooms 
where there is no assurance that the stay will 
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soon end, are terribly annoying. No wonder 
people prefer to go to the hospital where they 


can sit with their shoes off and enjoy the morning 
paper while waiting for the orderly to call for 
them and wheel them to the consultant. They can 
live a life of leisure while collections are made 
of their body secretions and excretions. 

If it were possible to correct the impression 
that a patient can go into one door of a hospital 
and come out of another a few days later with a 
sure diagnosis of all of his ills, much of the 
problem would be solved. But not knowing 
where the wrong idea originates, the situation 
must be corrected by hard work. 

One of the first things to do is to change the 
insurance so that a patient can be covered for 
diagnostic service. One of the results of this 
has been a challenge to the insured to get the 
service even if it is not included. Many times 
the active or passive cooperation of the physician 
has been needed. Whether or not the patient 
is the eventual winner, the services have already 
been performed as an inpatient. 

It migt be cheaper for the insurance plan to 
give outpatient service, rather than pay for bed 
care while the patient pays for the diagnostic 
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service. However, many insurers consider ambu- 
latory diagnostic service to be a non-insurable 
risk. They hold that something to be insurable 
should be unexpected and unavoidable. An 
elective annual examination, therefore, could not 
be insured against. Yet many sudden unex- 
pected and unavoidable discomforts need a diag- 
nostic work-up. The patient may recover com- 
pletely during the procedure. The result is a 
hospitalization for diagnosis only, or so it may 
seem to one who reviews the record. The doctor 
who tries to convince the insurer that the pa- 
tient needed to be hospitalized is sometimes 
viewed with a jaundiced eye. 

In some places health care plans where com- 
plete medical, hospital, drug and dental care are 
given and paid for out of the same fund have 
solved the problem of Avoidable Hospitalization. 
These plans, being either competitive or limited 
at the source for funds do not permit hospitali- 
zation at the plan’s expense if adequate service 
can be given as an outpatient. Various figures on 
the saving of hospital costs have~been quoted, 
some as high as 50%. There may be objections 
to these plans, but certainly they have eliminated 
the cost of unnecessary hospital stay. 

Group practice, the establishment of clinics 
where service for diagnosis and treatment plus 
consultation is readily and completely available, 
help to popularize outpatient service. 

The office of the family doctor; where a com- 
plete history, physical examination’amd minor 
laboratory work are available will still suffice for 
most ills. Occasionally x-ray consultation will 
be need but this is easy to get as an outpatient. 


Consultation with other colleagues is seldom 
needed, but should be available at a reasonable 
fee. 

Centers for diagnosis only have not worked 
out well because treatment has been divorced 
from the work-up, and check-up for treatment. 
control is not readily available. Unneeded t.sts 
are done if groups of tests are sold as a packige. 


Prepaid group insurance seems to be a good 
solution to the problem of unnecessary hospitali- 
zation. This plan for administering medical 
care at the moment is not popular with ‘he 
medical profession. We must remember, how- 
ever, that progress in many fields of endeavor 
has sometimes been made in the direction of the 
unpopular. Certainly we must occasionally re- 
evaluate our ideas and attitudes. 


One of the chief reasons for the unpopularity 
in some medical circles of the prepaid group 
plans is the fact that Health Co-ops are being 
promoted by labor and the promotion often in- 
cludes a tirade against organized medicine. Al- 
most always the family doctor is referred to as 
a good fellow, but “medicine’s official spokesmen” 
are blasted. 


Any plan of medical care that (1) gives good 
service to the sick patient at a price that is as 
reasonable as possible and (2) pays the doctor 
adequately and (3) provides a favorable environ- 
ment for both doctor and patient should be con- 
sidered favorably. If such a plan succeeds in 
eliminating unneeded hospitalization, it will have 
accomplished much and will certainly have re- 
duced the cost of medical care. 
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Physicians’ View of Press 

ltelations with the press are of supreme im- 
portance in the public relations of medicine, for 
the press is the principal channel of mass com- 
munication between profession and public. 

Yet, in a recent survey of all branches of sci- 
ences, less than half the physicians replying to a 
questionnaire said they held a favorable opinion 
of press reports on medicine. 

In contrast, the survey showed that 60% of 
all the scientists replying, including physicians, 
considered current science reporting as fair to 


adequate. 


(Why do physicians go apart from other scien- 
tists in this regard? Are physicians harder to 
please? Is their field more difficult to cover than 
chemistry or atomic energy? Are they more 
sensitive because of their continuing battle to 
fight off socialization? Do their ethical restric- 
tions make them more conscious of the quality of 
reporting in the medical field? Or is it that 
medicine, the scientifi¢ subject with the greatest 
popularappeal, is more intensively covered by the 
press ?) 

To a request for suggestions to improve science 
reporting, most of the physicians replied that 
copy should be checked back with the source for 
accuracy. Most also would ban “spectacular, 
romantic or emotional” presentations of medical 
news. Only one thought the reporters need to 
know more about medicine. 
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THE P.R. PAGE 


(Most experienced reporters rarely submit 
their copy to the news source for censorship. 
That is one point that may lead to conflict be- 
tween press and profession, but a good reporter 
feels competent to report accurately news given 
him in intelligible form and he resents censorship 
automatically and aggressively. . 

(His experience also shows that comments on 
such releases often show lack of understanding of 
the problems of newswriting. And usually there 
is not enough time to permit him to check back 
his version of the interview. A physician inter- 
viewed may properly offer to check over a story, 
or even suggest it, but he should not insist on it. 
If he does not trust the reporter’s ability and 
experience, he should make some remarks about 
the weather, and let it go at that.) 

The results of the survey, which was conducted 
by Hillier Krieghbaum, associate professor of 
journalism at New York University, were pub- 
lished October 10 in Editor & Publisher, the 
J. A. M. A. of journalism. 

* 
Pamphlet Printing 

The new pamphlet by the Committee on Med- 
ical Service and Public Relations outlining a 
county society P. R. program has passed the 
proof-reading stage and should be in the hands 
of county officers by the time they read this. 

* * 


New A.M.A. Pamphlet 
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_ Meanwhile the A. M. A. has produced “Rx: P. 


R.”, a public relations manual of medical prac- 
tice, a well-illustrated 68-page booklet in color 
on (a) how to handle patients, and (b) the busi- 
ness side. 

& 
More TV Opportunity 

New TV stations, as they spring up here and 
there, offer unique opportunity to get medicine’s 
story told. 

Sangamon County, with a new station getting 
set to go in Springfield, is working out plans for 
regular programs, sparked by Dr. Jacob E. 
Reisch. They plan to do some radio work, too. 
Details later. 

And Adams County, where Dr. Harold Swan- 
berg is secretary of the public relations commit- 
tee, is already at work. ‘The society is co-operat- 
ing with the Adams County Health Department 
to present a weekly TV program, “Your Health,” 
over KHQA, a station in Hannibal, Missouri, 
which also serves the Quincy area. Some pro- 
grams will be live telecasts, using Quincy Little 
Theater and Dramatic Club talent. Each Friday 
at 8:00 p.m., Channel] 7. if 

An ‘astonishing wealth of good material is 
available for such Radio and 'T'V use, simplifving 
your task. 

Ambulance Speed 

The mayor of Decatur decided to check with 

the experts; so he asked the Macon County Med- 


~ 
- 


ical Society how fast ambulances should be al- 
lowed to travel. Actually, the Society’s Medical 
Service Committee found, there are really very 
few emergencies that call for great speed (with 
resultant risk to patient, doctor, and others) and 
the Society approved its recommendation that 
ambulances follow all speed and traffic regila- 
tions. So did the mayor. Seems sensible. 

* * & 


Bulletin Covers District 
The Macon County Society, which has }-ub- 


lished its own lively bulletin for its own memivers 
for several years, has expanded its area of opera- 
tions to take in the whole seventh council ‘is- 
trict. The bulletin is now mailed to all members 
in the district. This will certainly prove a scry- 
ice to the members of the many societies which 
are too small to support a bulletin of their own, 
A string of correspondents in the other counties 
will broaden reader interest. Rockford, Spring- 
field, et al: Please note. 
* * & 


Chicago Auxiliary Plans 

The Woman’s Auxiliary to the Chicago Medi- 
cal Society held its annual public relations 
luncheon November 17 in the Congress Hotel. 
Dr. Stanley P. Reimann, scientific director of 
the Institute for Cancer Research, Philadelphia, 
spoke on “Research Today” to a large audience of 
members and guests. 


PATHOLOGY (Continued) 


member that this autopsy examination was made 
53 days after hospitalization, and long after the 


original bone marrow examination was done. It 
is not fair to say that the original examination 
was not correct, because in 53 days many changes 
can take place. In the bone marrow there are 
many mature plasma cells. The spleen is not un- 


filtration with plasma cells. 

This case differs from the usual one of mul- 
tiple myeloma in that the bone marrow is dif- 
fusely and uniformly involved without nodule 
(myeloma) formation and cortical bone de- 
struction. Plasma cell leukosis is considered an 
appropriate designation for a case of this type. 


usual except for hemosiderin pigment, and in- 
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COUNCIL COMMITTEES (Continued) 
(1) Crippled Children’s Clinic Committee. 


Th.s Committee of the Council cooperates with 


the Division of Services for Crippled Children 
of the University of Illinois in its work through- 
out the state. Policies to be followed in the 
cooperation between the Division and the county 
medical societies, are worked out and reported 
to the Council for final approval. The activity 
of the committee depends upon the need existing 


- at the time, and the chairman, who has served 


for several years, is well informed and very 
familiar with various situations throughout Il- 
linois. 

(2) Committee to Investigate Coroner’s Of- 
fice. This committee is comparatively new, but 
its work is extremely important and its activities 
intense and concentrated. For many years phy- 
sicians and medical organizations have been 
aware of the inadequacies of the Coroner system 
in Illinois which has not been changed essentially 
since 1874, The importance of the more mod- 
ern and more efficient Medical Examiner System 
for the scientific examination and investigation 
of deaths from unnatural causes has been con- 
sidered by many groups. Any such change would 
necessitate a constitutional amendment which 
is a difficult procedure. 

‘This committee worked to develop such an Act 
and to have it aceepted by the Illinois legislature. 
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KNOW YOUR SOCIETY 


In cooperation with our Committee is the Illinois 
Bar Association; other groups are not only in- 
terested, but vitally concerned. The final report 
of the legislative committee has not been made 
to the secretary’s office, but the work in the 
field is progressing. The efforts of the commit- 
tee will continue until such time as Illinois has 
laws comparable with those in states considered 
“model”, and until the residents are protected 
in every way possible under the law. If and 
when such a point is reached, perhaps this com- 
mittee will be able to continue to serve in an 
advisory capacity, and cooperate with the au- 
thorities to maintain high standards throughout 
the state. 

(3) Committee on Diabetes. The Committee 
on Diabetes, also a comparatively new committee, 
meets to discuss the problems of how the doctors 
of Illinois can improve the treatment of diabetes 
throughout the state. The detection of un- 
diagnosed cases, and the education of the phy- 
sician to do a better job in caring for the diabetic 
are phases of the work being developed by this 
group. 

The work of the Department of Public Health 
at the State Fair in Springfield brought com- 
mendation from the Committee. The Committee 
is interested in the work of the American Dia- 
betes Association and its “diabetes detection 
The education of the physician and 


drives”. 
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the public was stressed as one of the important 
phases of work in this field. ‘The Committee 
would like to work with the program chairmen 
at the county society level and furnish speakers 
through the Scientific Service Committee, and 
also on Postgraduate Conference programs. 

(4) The Educational Committee. In 1922 
the House of Delegates of the Illinois State 
Medical Society passed a resolution introduced 
by Dr. Charles J. Whalen to the effect that it go 
on record as endorsing a broad plan of public- 
ity through pamphlets, addresses and the lay 
press, to the end that the public be enlightened 
on the truths and principles contained in the de- 
velopment, progress and present status of medi- 
cine in order to counteract the propaganda of 
many sects who claimed superiority in methods 
of healing. At the September, 1922 meeting of 
the Council a committee was appointed consist- 
ing of Drs. Whalen, Ferguson and Chapman. No 
instructions were given to this group, nor were 
any funds placed at its disposal. _It was to be 
known as the “Lay Educational Committee”, and 
in general its objective was to make the doctor and 
the public better acquainted, and to present the 
physician to the public in a more favorable light. 
During the first year, money was collected by 
voluntary contributions, the average being $10.00 
per number. The total collected was approxi- 
mately $12,000. 


In 1923 Mr. Jaklon was appointed gg director 
of the work but remained only for a three 
months’ trial period. In March; 1924 Miss Kel- 
ler was employed as a full time secretary and a 
fourth man was added to the Committee person- 
nel, which remained unchanged for the first dec- 
ade of the Committee’s existence. Two other 
lay secretaries have followed, Miss Jean Mc- 
Arthur, and Miss Ann Fox. 

Since the end of the second year, the Com- 
mittee expenses have been met by regular appro- 
priations. 
1926-1927 
1929-1930 
1935-1936 
1941-1942 
1945-1946 


$14,381.53 
$11,751.00 
$ 8,721.05 
$13,574.97 
$11,169.47 


About $1.75 per member 
About $1.60 per member 
About $1.30 per member 
About $1.65 per member, 
About $1.26 per member 
1950-1951 $20,729.48 About $2.10 per member 
1951-1952. $21,531.51 About $2.21 per member 


From its organization the Committee has re- 
garded the county society as the sole judge of the 
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‘The 
county societies have used, or failed to use, the 
various facilities of the Committee as they 
wished. Cooperating with various lay orgini- 
zations has been one of the Committee’s most im- 
portant contributions to organized medicine. 

Since early days the Committee has insisted 
that pre-school children examinations should be 
made by the family physician in private prac- 
tice, and at a reasonable fee where the famil) is 
able to pay. This attitude and this work goes on 
today, supervised by a sub-committee of the E:lu- 
cational Committee itself. 

Many of the annual reports of the Commitee, 
published in the Handbook for the House of 
Delegates contain summaries of the work of ‘he 
committee through the years. In the year ending 
May 1, 1933, 11,055 articles were released to 
newspapers ; 1,156 articles concerning topics des- 
ignated for Health Week were released. 112 
popular health articles were written and ap- 
proved by the Committee. 84 newspapers were 
sent special articles telling the story of National 
Institute of Health work. 561 radio talks were 
given over stations WAAF, WGN, WJJD and 


Committee’s activities in any county. 


In 1935 almost daily lectures were given at the 
Century Progress; the committee busied itself 
in combatting the campaign of the anti-vivisec- 
tionists; 14,592 newspaper releases were mailed 
out. 

Certain principles were established early — 
to quote from a paper given in 1938 — “For the 
protection of the Committee and of the radio sta- 
tion itself, each speaker is requested to submit 
a copy of the paper he expects to read. This 
paper is censored by at least two members of the 
Committee. Subjects on which there is a mate- 
rial difference of opinion in the profession are 
not discussed. Treatment is not discussed except 
in most general terms. Speakers do not exploit 
themselves.” 

In July of 1936 the Committee began to use 
window exhibits at Marshall Fields. The man- 
ager of the building supplied the window space 
free of rental and service. The exhibits covered 
“Fourth of July Accidents, The Circulatory Sys- 
tem, Cancer, Foot Disorders, Immunization, His- 
tory of Surgery and Anesthesia, The Heart and 
Bronchosocopy.” 

Tn 1938 260 radio programs (the majority of 


(Continued on page 348) 
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AUXILIARY SALES IDEA FOR 
TOV AY’S HEALTH 

T day’s Health has since it was first made an 
Aux'liary project by the American Medical As- 
soci: been the “problem child” of the Auxili- 
ary. Members have reluctantly accepted this 
chairmanship. It seems the time as come for a 
new approach. The magazine is good and can 
prove invaluable to lay people who have no other 
source of medical information than current wo- 
men’s magazines, Colliers and others; which in 
their efforts to be first in print with the advances 
-in medical knowledge tend to be sensational, in- 
accurate or misleading. 


True we have hounded the doctors to always 
have a copy of Today’s Health in their reception 
room but where else would you find people more 
interested in their health than in a doctors of- 
fice? It is to the advantage of the doctor and 
patient to have them read accurate informative 
articles rather than discuss their troubles and 
treatments with other patients. 


Our aim is to get Today’s Health into the hands 
of the public and it seems we have overlooked one 
of the best possibilities of accomplishing this by 
not taking advantage of the offer by the Ameri- 
can Medical Association to use it, not only as a 
means of education but to swell the coffers of 
accepted charitable organizations, (these must be 
acceptable to your medical advisory committee) 
Cub Scouts, Boy and Girl Scouts are always 
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CORRESPONDENCE 


anxious to augment their funds, also church 
groups, hospital auxiliaries, PTAs and other 
authorized organizations. Your auxiliary may 
determine the amount they wish to return to the 
charitable organization up to 50% of the sub- 
scription price. 

Ts there any better way to further public re- 
lations than the dissemination of authoritative 
information among lay organizations? 

Mrs. Andrew J. Sullivan 
Chairman, Today’s Health 


POST-GRADUATE TEACHING FUND 
FOR GIFT SUBSCRIPTIONS TO 
HOSPITALS 

The International Academy of Proctology an- 
nounces the establishment of a postgraduate 
teaching fund to provide gift subscriptions to 
the American Journal of Proctology to 750 of 
the largest Hospital Libraries in this country 
and abroad. Inasmuch as the American Journal 
of Proctology is the only offical Proctologic 
Journal in the world, these subscriptions will pro- 
vide a continuing postgraduate course for interns, 
residents and hospital attending staff in all ma- 
jor hospitals. 

As a teaching and educational organization, 
the Academy is pre-eminent in Proctology. The 
Annual Conventions are literally postgraduate 
courses, and the Journal has raised the level 
of Proctology throughout the world. 

The International Academy of Proctology 
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recently announced the establishment of a Re- 
search Fellowship in Proctology with a grant of 
$1200.00 to the Jersey City Medical Center, 
Jersey City, New Jersey. 


CLINICS FOR CRIPPLED CHILDREN 
LISTED FOR DECEMBER 

Sixteen clinics for Illinois’ physically handi- 
capped children have been scheduled for next 
month by the University of Illinois Division of 
Services for Crippled Children. The Division 
will count 10 general clinics providing diagnos- 
tic orthopedic, pediatric, speech and hearing 
examinations along with medical social and nurs- 
ing services. There will be 4 special clinics 
for children with rheumatic fever and 2 for 
cerebral palsied children. 

Clinics are held by the Division in cooperation 
with local medical and health organizations, both 
public and private. Clinicians are selected 
among private physicians who are certified 
Board members. Any private physician may re- 
fer to or bring to a convenient clinic any child 
or children for whom he may want examination 
or may want to receive consultative services. 

The December clinics are: 

December 2 — Hinsdale, Hinsdale Sanitarium 

December 2 — Rock Island (Cerebral Palsy), 
Foss Home, 3808 — 8th Avenue 

December 3 — Fairfield, Fairfield Memorial 
Hospital 

December 8 
fare Hospital 

December 8 —- Peoria, St. Francis Hospital 

December 9 — Elgin, Sherman Hospital 

December 10 — Elmhurst (Rheumatic Fever), 
Memorial Hospital of DuPage County 

December 10 —- Springfield, St. John’s Hos- 
pital 

December 11 — Chicago Heights (Rheumatic 
Fever), St. James Hospital 

December 15 — Effingham (Rheumatic Fe- 
ver), Douglas Township Building 

December 15 — Peoria, St. Francis Hospital 

December 16 — Chicago Heights, St. James 
Hospital 

December 16 — Springfield (Cerebral Palsy), 
Memorial Hospital 

December 17 —— Bloomington, St. 
Hospital 

December 17 — Rockford, St. Anthony’s Hos- 
pital 


East St. Louis, Christian Wel- 


Joseph’s 
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December 18 — Chicago Heights (Rheumatic 
Fever), St. James Hospital 


PAN-AMERICAN ACADEMY OF 
GENERAL PRACTICE 

Through the courtesy of the Government of 
Colombia, expressly, the University of Antio:juia 
(celebrating their 150th year of its foundation) 
and the Dean of the Medical School, the !’an- 
American Academy of General Practice, has |een 
invited to hold its annual Congress in the city 
of Medellin. Following Medellin, we will visit 
the cities of Bogota, Barranquilla and Moniega 
Bay, Jamaica. The complete trip will be from 
February 15th to the 28th, 1954. 

The Congress activities will be divided into 
sections, representing the various fields of 
Medicine, Surgery and Pharmacy. As a scien- 
tific event, it is of the highest importance, for 
it will offer Physicians of the United States an 
opportunity to cement their friendship with their 
colleagues of the Latin-American countries. 

Those participating in this trip will be de- 
clared Guests of Honor, and there will be exten- 
sive festivities for our benefit. More than that it 
offers an opportunity for a delightful holiday in 
glamorous, exotic and historic Colombia. 

Transportation at a special ail inclusive rate, 
via, plane or steamship, will be available to 
those participating. 

Registration must be made through — Dr. 
Arturo Martinez, Secretary, 500 West End Ave- 
nue, New York City 


BOUGHT ANY NEW MEDICAL 
BOOKS LATELY? 

Your older volumes would be gratefully re- 
ceived by the physicians, hospitals, and univer- 
sities of Israel. Especially needed are books in 
the following categories : 
All Medical Specialties, Anatomy, Aviation 
Medicine, Bacteriology, Biochemistry, Biology, 
Chemistry, Dentistry, Endocrinology, First Aid, 
General Practice, Gynecology and Obstetrics, 
Hospitals, Industrial Medicine, Internal Med- 
icine, Medical Dictionaries, Mental Hygiene, Mil- 
itary and Naval Medicine, Nursing, Nutrition, 
Pathology, Personal Hygiene, Pharmacology, 
Physical Medicine, Physiology, Psychiatry, 
Psychology, Psychosomatic Medicine, Puhlic 
Health, Surgery, Veterinary Medicine. 

Tf you can spare any of these books, in good 
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condition and published since 1940, please send 
them by prepaid parcel post to : Books for Isra- 
el, 115 King Street, New York 1, N. Y. 


AWARD FOR RESEARCH IN 
INFERTILITY 


The American Society for the Study of Steril- 
ity snnounces the opening of the 1954 contest 
for the most outstanding contribution to the 
sub-ct of infertility and sterility. The winner 
will receive a cash award of one thousand dollars, 
and the essay will appear on the program of the 
195. meeting of the Society. Essays submitted 
in tuis competition must be received not later 
tha) March 1, 1954. For full particulars con- 
cer! ‘ng requirements of this competition, address 
The American Society for the Study of Sterility, 
c/o Dr. Herbert H. ‘Thomas, Secretary, 920 
Sou'h 19th Street, Birmingham, Alabama. 

‘}he author should append on a separate sheet 
of }aper a short biographical sketch of himself 
and include a photograph to be used in the 
necessary publicity should he be the winner of 
the iward. 


SCIENTIFIC PROGRAM OF THE 
SECTION ON CLINICAL 
CARDIOLOGY 1954 

The Section on Clinical Cardiology of the 
American Heart Association will sponsor a two- 
day scientific program at the Conrad Hilton 
Hotel in Chicago on April 3 and 4, 1954. This 
program will constitute a portion of the Annual 


Meeting of the American Heart Association and 


mmediately precedes the Annual Sessions of the 
American College of Physicians. The meeting 
will be open to all members of the medical pro- 
fession. Doctor Wright R. Adams of Chicago 
is Chairman of the Program Committee. Mem- 
bers of the American Heart Association who 
wish to present papers should send a 250-300 
word abstract of the proposed paper to Doctor 
Charles D. Marple, Medical Director, American 
Heart Association, Inc., 44 East 23rd Street, 
New York 10, New York. All papers should be 
m subjects of distinct clinical interest. The 


deadline for the receipt of abstracts is January 
1, 1954. 


INTERNATIONAL ACADEMY OF 
PROCTOLOGY AWARD 

The International Academy of Proctology an- 
nounces the establishment and award of a one 
year Proctologic Research Fellowship in the 
amount of $1200.00. This Research Fellowship 
grant has been awarded to the Jersey City Medi- — 
cal Center, New Jersey, to be administered under 
the direction of Dr. Earl J, Halligan, Surgical 
Director of the Medical Center. 

Dr. Halligan is a former International Presi- 
dent of the Academy. The Board of Trustees 
of the International Academy of Proctology will 
vote another Fellowship grant of a similar 
amount at the time of the next Annual Meeting 
of the Academy. ‘Thus, there will be at least 


two Research Fellowship studies in progress, in 
different institutions, under the auspices of the 
International Academy of Proctology. 


ILLINOIS SOCIETY OF ANESTHESI- 
OLOGISTS 


Tuesday, December 1, 1953 
Passavant Memorial Hospital 
303 E. Superior, Chicago 
Scientific Program, 7:30 p.m., Room 108 
“Anesthesia for Endoscopy in Children” — Dr. 
Paul H. Holinger, Professor of Broncho- 
esophagology, University of Illinois Col- 
lege of Medicine. Attending Bronchoeso- 
phagologist, Children’s Memorial and St. 
Luke’s Hospitals, Chicago. 
Discussants : 
Dr. Bryce K. Ozanne, Moline, Il. 

Dr. J. Earl Remlinger Jr., Secretary of the 
American Society of Anesthesiologists. 
Business Meeting 

Members of the Medical Profession are invited 
to attend the Scientific Meeting. 
Herman Nebel, M.D., President 
Bernard Stodsky, M.D., Secretary 
H. Livingstone, M. D. 
Chairman, Program Committee 
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CLINTON 


Society News.—The Clinton County Medical So- 
ciety was addressed at St. Joseph’s Hospital, Breese, 
September 9, by Dr. W. S. Thimcen, East St. Louis, 
on “The Feeding and Care of Infants.” On October 
14, the Society was addressed by Dr. Harold kK. 
Roberts, St. Louis, on “The Management, Care, 
and Diet of Diabetic Patients.” 


COOK 

Good Scholastic Record Essential for Admission 
to Medical School.—Contrary to popular belief, a 
student does not have to boast a straight A~average 
to gain admission to medical school. Nevertheless, 
a good scholastic record still is essential in order 
to gain one of 166 places available in thé first-year 
class at the University of Illinois College of Medi- 
cine, it was recently reported. 

Almost all students admitted to the class of 1957 
have averages of 4.0 (B) for three or more years of 
pre-medical instruction. And, without exception, 
all are well above the minimum scholastic qualifica- 
tion of 3.5, as established by the Board of Trustees. 

One student, Lyle Wacaser of Lovington, pre- 
sented a straight A average for his undergraduate 
instruction. He attained this scholastic record at 
the Urbana-Champaign campus of the University 
of Illinois. 

Though applicants are required only to have three 
years of college credit, 58 members of the new class 
already have earned degrees. 

The Committee on Admissions selected the new 
class from 424 applicants who met all minimum 
requirements. Actually, a total of 506 applications 
were completed and filed. These totals are com- 
parable to a year ago when 440 of the 564 applicants 
met all minimum requirements. 
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NEWS OF THE STATE 


Five students have been admitted this year under 
the provisions of a program which is sponsored 
jointly by the Illinois Agricultural Association and 
the Illinois State Medical Society. This program is 
designed to enroll more students from rural areas 
in medical schools, and to return them to their 
native areas to practice. 

All members of the new class are residents of 
Illinois. Half of those selected reside in Cook 
County, with the remainder from downstate areas, 
in ratio with the population of the state. The Com- 
mittee on Admissions deemed it inadvisable to ac- 
cept non-resident students because of the large 
number of qualified applicants from Illinois. This 
policy has been in effect since the close of World 
War II, although by ruling of the Board of 
Trustees, the Committee on Admissions is permitted 
to accept 10 per cent non-residents. 

Factors in the selection of first-year students, in 
addition to scholarship, are the results of a profes- 
sional aptitude test supervised by the Association of 
American Medical Colleges, recommendations from 
science teachers and pre-medical counselors, ratings 
on interviews with one or more members of the 
faculty, and a physical examination. 

Four students who were enrolled at other medical 
schools were accepted with advanced standing. 
They will be members of the class of 1955. 


Personal.—Dr. Ralph E. Dolkart participated in 
a course on “Recent Advances in Cardiac Therapy,” 


in Charleston, W. Va., September 16. 


Medical Education Funds to Illinois—The Na- 
tional Fund for Medical Education has given $30,- 
142.50 to the University of Illinois College of Medi- 
cine. Of this total, $1,882.50 represented gifts de sig- 
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nated for the university by individual physicians. 
According to Dr. Roger A. Harvey, acting dean of 
the medical school, this fund was to be used for 
teacliing purposes and only when regular budgets 
cannet meet the need. Thus, he pointed out, it 
helps the College of Medicine meet competition for 
staff in the middle of the year when budgets are 
fixed “It enables the College to add staff for new 
prog'ams while waiting for legislative mechanisms 
to r cognize the need; and recently it has helped 
the ‘ ollege to extend its clinical teaching program 
to t-e four quarter system in spite of an over-all 
bud; reduction.” 


C acer Lectures—On October 7, the fourth an- 
nua’ lecture series on cancer opened at North- 
wes rn University Medical School, to run once a 
wee. for seven weeks. The series is covering 
brai. eye, pancreas, thyroid and pigmented skin 
tum rs, diagnosis of breast cancer, enzymes and 
can ‘r, and radiation in treatment of tumors. Those 
part -ipating are Dr. James W. Kernohan, head of 
sect n of pathologic anatomy and neuropathology, 
Ma:» Clinic, “Brain Tumors”; Dr. A. B. Reese, 
ssor of ophthalmology, College of Physicians 
and Surgeons, Columbia University, “Ocular Neo- 
plas.as”; Dr. Jesse P. Greenstein, chief of labora- 
tory of biochemistry, National Institutes of Health, 
“En-yme Levels in the Tumor-Bearing Host”; Dr. 
Ott: Saphir, clinical professor of pathology, Uni- 
versity of Illinois College of Medicine, “Pathologic 
Diaznosis of Breast Cancer”; Dr. Richard B. Cat- 
tell, Lahey Clinic, “Carcinoma of the Pancreato- 
Duodenal Area”; Dr. Austin Brues, director of bio- 
logical and medical research, Argonne National 
Laboratory, “Radiation in Tumor Growth”; Dr. 
Warren Cole, professor of surgery, University of 
Illinois College of Medicine, “Carcinoma of the 


Thyroid Gland”; Dr. Arthur C. Allen, associate 


pathologist, Memorial Center for Cancer and Allied 
Diseases, “The Clinicopathologic Correlation of 
Nevi and Malignant Melanomas”. 


Dr. Sanford Named Head of the Department.— 
Dr. Heyworth N. Sanford, who has been serving 
as acting head of the department of pediatrics at 
the University of Illinois College of Medicine since 
September, 1952, has been appointed head of the 
department. He will also hold the title of professor 
of pediatrics. The appointment fills the vacancy 
created when Dr. Henry G. Poncher resigned last 
year to enter private practice. Dr. Sanford has 
been a member of the faculty of the University of 
Illinois since 1941 when he was appointed clinical 
associate professor of pediatrics. He was appointed 
to full professor in 1944. According to the Office 
of Public Information at the University, Dr. San- 
ford has resigned as chairman of the department of 
pediatrics at Presbyterian Hospital and as president 
of the medical staff. He will continue his associa- 
tion with Cook County Hospital. 
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Health Education Lecture Series.—An annual fall 
lecture series, presented by the Museum of Science 
and Industry, opened September 27, with a talk by 
Helen Ross, administrative director at the Institute 
for Psychoanalysis on “Personality Traits.” Others 
in the series were: Dr. Herbert Rattner, professor 
and chairman, department of dermatology, North- 
western University Medical School, “Skin Blem- 
ishes and Their Treatment”, October 4; Dr. Clifford 
J. Barborka, associate professor of medicine, North- 
western University Medical School, “Reducing Can 
Be Fun”, October 11; Dr. Roland P. Mackay, pro- 
fessor of neurology, University of Illinois College of 
Medicine, “The Successful Marriage”, October 18; 
Dr. Morris Fishbein, editor, World Medical Asso- 
ciation Bulletin, professional lecturer in medicine, 
University of Illinois College of Medicine, “How 
Old Are You?”, October 25. 


James Campbell Returns to Chicago.—Dr. James 
A. Campbell, recently appointed director of the 
medical service at Presbyterian Hospital in Chicago, 
has rejoined the faculty of the University of Illinois 
College of Medicine with the rank of professor of 
medicine. Dr. Campbell returned to Chicago this 
past summer from Albany, N. Y., where he served 
for two years as dean and professor of medicine at 
Albany Medical College of Union University. Dr. 
Campbell previously served as associate attending 
physician at Presbyterian Hospital, and held the 
rank of assistant professor of medicine at IIlinois. 


Joint Diabetic and Heart Meeting.—At a joint 
meeting of the Chicago Diabetes and the Chicago 
Heart associations, at the Institute of Medicine of 
Chicago, October 6, Dr. Edwin F. Hirsch, patholo- 
gist at St. Luke’s Hospital, spoke on “Studies of 
Diabetic and Other Hyperlipemias” and Dr. Jere- 
miah Stamler, department of cardiovascular re- 
search, Michael Reese Hospital, spoke on “Endo- 
crine Influences on Lipid Metabolism” and “Ather- 
osclerosis”. 


Formal Opening of New Students’ Residence.— 
The first residence hall for students enrolled in 
medicine and the allied health sciences was formally 
opened on Sunday, September 27, in the Medical 
Center District on Chicago’s near West Side. The 
University of Illinois Student Residence Hall, lo- 
cated at 818 S. Wolcott Ave., can accommodate a 
maximum of 405 students. Private financing has 
been employed by the University to construct and 
equip the $2,450,000, nine-floor building. 

Though constructed primarily for University of 
Illinois students in medicine, dentistry, pharmacy, 
nursing, and occupational therapy, the residence hall 
also will accommodate undergraduates from three 
other professional schools located nearby. They 
are Chicago Medical School, Stritch School of 
Medicine of Loyola University, and Loyola Uni- 
versity School of Dentistry. 
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Rooms also will be rented on a per diem basis to 
official visitors of the University, if vacancies occur. 

There are 196 double rooms and 13 single rooms 
in the building. Each floor is equipped with a 
central washroom and a shower room. Special 
facilities include a laundry room, which is equipped 
with automatic washers and dryers. 

Food service facilities which include a cafeteria, 
dining rooms, kitchen, and snack bar are located 
on the first floor. A large lounge on the second 
floor has been furnished with sofas and chairs, 
writing desks, and a 27-inch television set. 

The Student Residence Hall has been under con- 
struction since May, 1952. T-shaped in design, it 
is of steel frame with concrete floor construction. 
It is faced with stone and brick. It was designed 
by Naess and Murphy, architects, under the direc- 
tion of University of Illinois architects. James 
McHugh Construction Company, Chicago, was the 
general contractor. 

The building is the fourth new facility to be 
opened in the rapidly-expanding, 305-acre Medical 
Center District this year. Previously placed into 
operation were the University of Illinois Staff 
Apartment Building, Kidston House—a staff apart- 
ment building at Presbyterian Hospital, and the 
500-bed Veterans Administration Hospital. 


PEORIA 
Society News.—Dr. J. Arthur Myers, professor 
of medicine, University of Wisconsin, Madison, 
addressed a meeting at the Peoria Municipal Tuber- 
culosis Sanitarium, on “Tuberculosis Eradication,” 
September 22. Members of the Peoria Medical 
Society were in attendance. 


ROCK ISLAND 

District Meeting —On Noveémbér 18, the Iowa- 
Illinois Central District Medical Asseeiation will 
be addressed by Dr. Warren Furey, clinical pro- 
fessor of radiology, Stritch School of Medicine of 
Loyola University, on “X-Ray Diagnosis in the 
Acute Abdomen.” The group was addressed Sep- 
tember 23, by Dr. William E, Adams, professor of 
surgery, University of Chicago School of Medicine, 
on “Significance of Hemoptysis in Pulmonary Dis- 
ease.” 


Personal.—Dr. Norbert C. Barwasser, Moline, 
attended the German Dermatological Society meet- 
ing in Frankfurt, Germany, in September, where 
he discussed a paper on “Antibiotics in Derma- 
tology”, which was presented by Dr. Joseph 
Klauder of the University of Pennsylvania, Phila- 
delphia—Dr. David A. Goldsmith, Rock Island, 
has been appointed city physician. A graduate of 
Northwestern University Medical School, Dr. Gold- 
smith has been practicing in Rock Island since 
January 1952. 


SANGAMON 
Fifty Year Member.—Dr. Clara Edmunds Holm- 
berg was honored at the September 3 meeting of 


the Sangamon County Medical Society, when she 
was presented with a Fifty Year Club certiticate 
and pin from the Illinois State Medical Society, 
Dr. Jacob E. Reisch, Springfield, Councilor 0: the 
fifth district of the State Medical Society, made the 
presentation. 


Society News.—‘‘Income Taxes” was discussed 
by William Van Meter, C.P.A., before the S:nga- 
mon County Medical Society, October 1. “F state 
Planning” was discussed by Attorney Nelson O, 
Howarth. 


WILL-GRUNDY 

Interprofessional Banquet—The second anual 
interprofessional banquet of physicians, dentists, 
and druggists, was held September 9, at the \ FW 
Hall in Joliet. Dr. Oliver Beahrs, of the depart- 
ment of surgery, Mayo Clinic, Rochester, spoke on 
“Radical Surgical Treatment of Carcinoma oi the 
Mouth and Neck.” Following the scientific presen- 
tation, Dr. Beahrs provided entertainment with a 
sleight-of-hands demonstration which he has carried 
on as a hobby since undergraduate days. 


WINNEBAGO 
Society News.—A feature of the meeting of the 
Winnebago County Medical Society in Rockiord, 
October 30, was a talk by Agent Lewis, of the 
Bureau of Narcotics, titled “Get the Dope.” 


Personal.—Dr. Hugh A. Johnson announces the 
opening of his office in the Gas-Electric Building, 
Rockford. He plans to limit his practice to plastic 
and reconstructive surgery. 


GENERAL 

Governor’s Conference on Exceptional Children.— 
The tenth Governor’s Conference on Exceptional 
Children opened at the Palmer House, September 
25, with the theme “The Handicapped Child in the 
Mainstream.” The keynote address was given by 
Miss Anna Engel who, for many years, was divi- 
sional director, department of special education in 
the Detroit public schools. In her talk, “Our Goal 
Is Integration”, Miss Engel peinted out that while 
“special services in schools, recreation centers or 
institutions are essential for handicapped children, 
it is important to channel activities for these young 
people back into the mainstream of childhood ex- 
perience wherever possible.’ Group meetings were 
devoted to the handicapped child in the regular 
school program; the community and. the child in 
the institution; the handicapped child in the com- 
munity recreation program; the .preschool handi- 
capped child; generic casework and the handicapped 
child. 


First Meeting of County: Health Boards.—.A ‘wo 
day meeting of county and multiple-county boards 
of health opened in Springfield, September 24, the 
first of its kind in Illinois. The meeting »was at- 
tended by officers and members of the stzte’s 
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county boards of health representing twenty-seven 
counties: Adams, Alexander-Pulaski, Cook, DeWitt- 
Piatt. DuPage, Egyptian (Gallatin, Saline and 
White counties), Fulton, Jackson, JoDaviess, 
Lawrence-Wabash, Lee, McLean, Montgomery, 
Morvan, Peoria, Quadri-County (Hardin, Johnson, 
Mas.ic and Pope counties, Shelby-Effingham, and 
Will 

A:nual Health Report Available—The thirty- 
fifth report of the Illinois State Department of 
Pub ic Health for the year ended June 30, 1952 has 
rece'tly been made available. The report covers 
the ctivities of the various divisions making up the 
Stat Health Department and includes statistical 
info: mation on the communicable diseases reported 
in ] inois for the designated period. 


Your Doctor Speaks over FM Station WFJL.— 
Sint > the last issue of the Illinois Medical Journal, 
the following physicians have appeared in tran- 
scri’ ed broadcasts in a series “Your Doctor Speaks” 
ove: FM Station WFJL: 

E:nest A. Rappaport, assistant professor of psy- 
chia‘ry, Chicago Medical School, October 1, What 
You Should Know About Psychiatry. : 

E igene J. Ranke, assistant professor of medicine, 
University of Illinois College of Medicine, October 
8, The Thyroid in Health and Disease. 

Meyer Solomon, formerly assistant professor of 
nervous and mental diseases, Northwestern Uni- 
versity Medical School, October 15, The Feeling 
of Inadequacy. 

Your Doctor Speaks is presented through the 
Educational Committee of the Illinois State Medical 
Society in cooperation with FM Station WFJL. 

Lectures Arranged Through the Educational 
Committee of the Illinois State Medical Society: 

Eugene L. Slotkowski, Mothers’ Club of St. 


Helen School, September 28, on Pointers on Good 


Health for Your Child. 

Morris T. Friedell, Young Married Couples Sun- 
day Evening Club in Austin Methodist Church, 
October 4, on Atomic Medicine. 

Lawrence Breslow, Oakton PTA, October 19, on 
Helping Our Children Improve in Mental and 
Physical Health. 

Alexander N. Ruggie, Fun-At-Maturity Group in 
the Sherman Park Library, October 20, on Ar- 
thritis: When Your Joints Ache. 

Frank E: Doyle, Women’s Council of Max Strauss 
Center, October 27, on From Menstruation to 
Menopause. 

Leo Kaplan, Couples’ Club of the Congregational 
Church of DeKalb in DeKalb, November 1, on 
Psychosomatic Medicine. 

George V. Byfield, State Department of Health 
of Illinois Federation of Women’s Clubs in Chicago, 
November 5, on A Physical Examination Once A 
Year. 
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Groves B. Smith, Godfrey, Okawville Woman's 
Club in Okawville, November 12, on Mental Health 
is a Community Problem. 

Lectures Arranged Through the Scientific Service 
Committee of the Illinois State Medical Society: 

Armand J. Mauzey, Elmhurst, Kane County 
Medical Society at Tally-Ho Inn near St. Charles, 
October 14, on Office Gynecology. 

Norman L. Baker, Springfield, Marion County 
Medical Society at St. Mary’s Hospital, Centralia, 
October 15, on Common Skin Tumors. 

George Vlasis, Chicago, Rock Island Chapter of 
the Illinois Academy of General Practice in Moline, 
October 27, on Office Gynecology. 

James H. Hutton, Chicago, Stock Yards Branch 
of Chicago Medical Society in Evangelical Hospital 
in Chicago, November 19, on Male Climacteric. 

Abraham F. Lash, Chicago, Whiteside-Lee 
County Medical Societies at Nachusa Hotel, Dixon, 
November 19, on Treatment of Threatened and 
Habitual Abortions. 

Norman Tobias, St. Louis, Montgomery- 
Macoupin County Medical Societies at St. Francis 
Hospital, Litchfield, December 15, on Office Treat- 
ment of Common Skin Diseases. 

Harold C. Voris, Chicago, Whiteside-Lee County 
Medical Societies at Jul’s Danish Farm, Sterling, 
December 17, on Clinical Recognition of Brain 
Tumors. 


DEATHS 


CotumMsus Brown, Herrin, who graduated at Mis- 
souri Medical College, St. Louis, in 1898, died Sep- 
tember 5, aged 84, in Herrin Hospital. 

FrepertcK WiLLarp Brown, Dwight, who graduated 
at Chicago College of Medicine and Surgery in 1911, 
died in Veterans Administration Hospital, July 12, aged 
71. 

ArtHur N. CLAGEtT, Evanston, who graduated at 
the College of Physicians and Surgeons of Chicago, 
School of Medicine of the University of Illinois, in 
1905, died September 20, aged 82. 

Frances H. Cook, Chicago, who graduated at Ben- 
nett Medical College, Chicago, in 1911, died September 
29, aged 80. 


WINFIELD Scott Dixon, Metropolis, who graduated 
at Kentucky School of Medicine, Louisville, in 1893, 
died May 23, aged 83. 


GEORGE DOHRMANN, SR. who graduated at the 
College of Physicians and Surgeons of Chicago, School 
of Medicine of the University of Illinois, in 1901, died 
September 25, aged 76. He was a past president of 
the surgical staff of Grant Hospital and a member of 
the “Fifty Year Club” of the Illinois State’ Medical 
Society. 

Cuartes M. Fox, Chicago, who graduated at the 
Chicago College of Medicine and Surgery in 1913, died 
September 23, aged 73. 
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Harop L. Frazier, Chicago, who graduated at Rush 
Medical College in 1901, died October 3, aged 75. He 
was a member of the staff of the Swedish Covenant 
Hospital. 

Wittiam Ray GoopricH, Bluford, who graduated 
at the Chicago College of Medicine and Surgery in 
1906, died July 15, aged 73, of coronary occlusion. 

HeNry SAMUEL GUTERMAN, Chicago, who graduated 
at Washington University School of Medicine, St. 
Louis, in 1941, died August 6, aged 37, of polycystic 
kidneys. He was director in the department of research 
in human reproduction at Michael Reese Hospital. 

Grant Houston, Joliet, who graduated at the 
Hahnemann Medical College and Hospital, Chicago, in 
1894, died September 24, aged 89. 

Rezin P. JoHNson, retired, Chicago, formerly of 
Jacksonville, who graduated at Chattanooga Medical 
College in 1897, died September 18, aged 81. 

Joun Kern, retired, Chicago, who graduated at 
Rush Medical College in 1899, died September 14, aged 
83. 

MicHaet Lewin Chicago, who graduated 


at University of Lemberg, Austria, in 1917, died May 
16, aged 63. 

JoserH J. Link, Mattoon, who graduated at North- 
western University Medical School in 1920, died re- 
cently, aged 58. 

CHARLES NEWBERGER, Chicago, who graduate’ at 
Rush Medical College in 1909, died September 25, ged 
69. He was emeritus assistant professor of obste ‘rics 
and gynecology at the University of Illinois Colles of 
Medicine and consultant in maternity, Division of Va- 
ternal and Child Hygiene, Illinois State Departme:: of 
Public Health. 

Troy SmitH, Chicago, who graduated at Inc ana 
University School of Medicine in 1917, died Septe: ber 
21, aged 62. 

ANTHONY Soparo, Chicago, who graduated at Lovola 
University School of Medicine in 1916, died Septe::ber 
24, aged 69. He was a member of the staffs of ak 
Park, Mother Cabrini and St. Anne’s Hospitals. 

WILLIAM.) WILson, Chicago, who graduated at 
Loyola University School of Medicine in 1916, died 
October 3, aged 63, in West Suburban Hospital wiiere 
he was a member of the staff. 


KNOW YOUR SOCIETY (Continued) 


them in dialogue form) were given over Chicago 
stations. Radio scripts were furnished to Dan- 
ville, East St. Louis, Decatur, and Bloomington. 

In 1953 the Committee had been on the air 
for 34% years with its own Television program 
over WGN-TV. Other television work included 
cooperation with the program “All About Baby” 
over WNBQ. Five persons were scheduled to 
appear on “They Stand Accused”, also over 
WGN-TV network. 

Radio work included the series “Your Doctor 
Speaks” now in its fourth year over the FM sta- 
tion WFJL. 

The speakers’ Bureau scheduled 103 speakers 
before various organizations throughout the state. 


The weekly mailing list for HEALTH TALK 
was well over a thousand. 

While some of the public relations work, orig- 
inally assigned to this committee, naturally has 
been absorbed by the Publie Relations Counsel of 
the State Society, the work with lay groups is 
fundamentally public relations in practice, and 
the influence of the Committee through the years 
has been used to “present the physician to the 
public in a more favorable light”. 

The services of the Committee, thirty years 
old this year, are still at the disposal of county 
medical societies and lav groups throughout the 
state. 

(Portions of this summary were taken from materia! 


prepared by Dr. James H. Hutton for a paper presented 
before the Secretaries’ Conference in 1938) 
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GASTRIC ANALYSIS. Superimposed gruel 


fractional test-meal curves of five patients with 
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GASTRIC ANALYSIS. Same patients, two days 


later, showing the neutralizing effect of sucking 
Nulacin tablets (three an hour). 
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in peptic ulcer 


Nulacin 


quickly and conveniently 
achieves—in the ambulant patient—the 
intragastric state most conducive to con- 
tinued freedom from pain and to rapid 
ulcer healing.!: 2 


It accomplishes this desirable objective 
—maintained anacidity—because the 
tablet is not chewed but is allowed to re- 
main in the mouth and dissolve slowly. 


Its contained antacids thus are released 
slowly, at a rate sufficient to neutralize 
virtually all HC] as it is formed. 


Because of this maintained anacidity 
patients report a sense of well-being not 
experienced with other antacid medica- 
tions. 


Each tablet, prepared from milk 
combined with dextrins and maltose, in- 
corporates magnesium trisilicate, 3.5 gr., 
magnesium oxide, 2.0 gr., calcium carbo- 
nate, 2.0 gr., magnesium carbonate, 0.5 gr., 
ol. menth. pip., q.s. The palatable taste 
of Nulacin meets with immediate patient 
acceptance. 

In active ulcer flare-ups, two to three 
tablets per hour, starting one-half to one 
hour after each meal, are prescribed. 


During quiescent periods, the suggested 


dosage is two tablets between meals. 
Indicated in active and quiescent pep- 
tic ulcer, gastritis, gastric hyperacidity. 


Available through all pharmacies in tubes 
of 25 tablets. 


1. Douthwaite, A. H., and Shaw, A. B.: The Control of 
Gastric Acidity, Brit. M. J. 2:180 (July 26) 1952. 


2. Douthwaite, A. H.: Medical Treatment of Peptic Ulcer, 
M. Press 227:195 (Feb. 27) 1952. 
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Pepiatrics. L. Emmett Holt, Jr., and Rustin McIntosh. 
12th Edition, 1953. 1542 pages. $15.00. Appleton- 
Century-Crofts, New York. 

For the past half century—and more—any medical 
student has come to feel that “Holt” and “Pediatrics” 
were practically synonymous. There had been, of 
course, many earlier works on the subject. Your re- 
viewer has a ponderous four volume Diseases of Chil- 
dren edited and compiled by John M. Keating and 
published in 1889 which still makes delightful reading 
if one has enough time. But, when it comes to hon- 
esty of thought and conciseness of préStntation, Holt’s 
Pediatrics, beginning with the first edition published in 
1896 and through all subsequent editions is second to 
none. 

The latest edition, the twelfth, ably carries on the 
Holt tradition. There are 72 collaborating authors, 
most of them from the East, and all of them well 
qualified to present their subjects. The entire range 
of Pediatrics is covered; the latest diagnostic methods, 
therapeutic developments and preventive measures are 
all thoroughly and yet concisely presented. 

This is essentially a book for the medical student but 
will prove invaluable to the busy practitioner. Illustra- 
tions and charts are not too numerous but are excel- 
lently reproduced. There is an Appendix which must 
be studied to be appreciated, as it contains data on 
growth and development not usually made so easily 
available. The contents are arranged in a logical man- 
ner and there is an excellent index. . 

The book itself, although heavy is well-bound and 
lies flat when opened. The type is easily read; the 
text is set in a single column to the page. The various 
subdivisions of each chapter have short bibliographies 
which facilitate reference finding. The various authors 
are conspicuous by their modesty, acknowledgment 


BOOK REVIEWS 


being only by initials at the end of their contributions, 
This book is recommended as a valuable addition to 


the professional library of any doctor. 
j. C. Mee 


THE SurGERY OF INFANCY AND CHILDHOOD, ITs PRIv- 
CIPLES AND TECHNIQUES. By Robert E. Gross, 
M.D., D.Sc., 1000 pages. 1488 Illustrations on 567 
Figures. W. B. Saunders Company, Philadelphia 
and London, 1953. Price $16.00. 

This beautiful and remarkable book is indeed an 
epoch-making addition to surgical and Pediatric litera- 
ture. Its accomplishment is a lasting monument not 
only to the author, but to the cooperation afforded him 
by the cooperation of the Harvard Medical School and 
the untiring staff work of the Boston Children’s Hos- 
pital. 

Pediatric Surgery is in many ways different from 
that done on Adults and yet it is not Dr. Gross’ opinion 
that it should be split off as a separate specialty. 
Rather, he recommends that surgeons, particularly 
those who are especially interested in these little pa- 
tients make serious effort to study the peculiar prob- 
lems involved. “Vitality necessary is a special knowl- 
edge of the pathology which will be encountered and a 
familiarity with the best methods of correcting the 
condition which is found.” He believes also, and his 
results would appear to substantiate his belief, that the 
responsibility for surgical pediatric cases should rest 
entirely with the surgical service. Hence, this book 
deals with the pediatric surgical case as a complete 
diagnostic, preparatory, surgical and post-surgical task 
and for this reason it should have a wide acceptance 
in the profession. For those connected wit!) large 
institutions it will tell when surgery should |e con- 


(Continued on page 60) 
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sidered and what may be expected from that service. 
For those in smaller centers it will give the internist 
valuable information as to how he may best cooperate 
with the surgeon and will give the surgeon knowledge 
as to the best surgical procedures. 

Yet this is not a book of surgical technique. Etiology, 
symptoms and signs, differential diagnosis, treatment 
and pathology are considered in every condition, A 
great need for a text on surgical diagnosis is being 
met which should result in a great improvement in 
surgical judgment for most of us. The entire field of 
general surgery is covered; neurosurgical, orthopedic 
and otolaryngological are considered to be specialties 
and are not considered. It is difficult to pick any 
section as outstanding unless it be that on cardiac 
surgery. The entire book is exceptional. 

There are numerous, well reproduced illustrations 
including very clear roentgenograms. The book is 
well-bound and lies flat when open. It is hoped that 
this book will not find itself limited to the surgeons’ 
libraries as no doctor who sees infants and children 
should deny himself and his patients the help which it 
can give. 


J. C. McK. 


Psycutatric Dictionary. By Leland Hinsie, M.D, 
and Jacob Shatsky, Ph.D. Second Edition. Oxford 
University Press, 1953. Price $15.00. 

Some nine hundred terms have been added in a 
Supplement to this Dictionary which was first published 
in 1940. The same method is followed in both the 
Supplement and the Original Dictionary, which to- 
gether make a reference volume of nearly 800 pages. 
A short definition is given, followed by a more elabo- 
rate description with clinical illustrations and, in many 
cases, with quotations from authorities in psychiatry, 
to whose books references are made in connection with 
the more important or controversial concepts. 

With one exception, a different group of collabora- 
tors have helped with Supplement and Original Dic- 
tionary, but the entire volume has been well integrated 
through the professional knowledge of the authors, 
both in psychiatry and library research. 


F. 


DicTIONARY AND PSYCHIATRY AND PsycHoLocy by 
William H. Kupper, M.D. and Douglas M. kelley, 
M.D. The Colt Press, 1953. Price $4.50. 
Much information has been packed into less than 

200 pages of this little handbook. Not only are there 
brief dictionary definitions of many terms, but also 
brief biographies of important psychiatrists and _ psy- 
chologists as well as extended, almost textbook-like 
d'scussions, of many subjects of importance in both 
fields. 

The book is well bound with smooth, substantial 
paper, increasing the value for frequent references. 
The brief treatment of important terms will prove un- 
satisfactory for leisurely study and research, but the 


(Continued on page 62) 
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condensations of important information will prove a 


boon to the student or the busy practitioner. 
G. N. 


NOMENCLATURE AND CRITERIA FOR THE DIAGNOSIS OF 
THE DISEASES OF THE HEART AND BLoop VESSELS. 
A new Fifth Edition, the first since 1939, is a com- 
pletely revised and greatly expanded monograph, 
published by the New York Heart Association and 
distributed by the American Heart Association and 
its affiliates. 

This monograph is intended primarily to clarify and 
standardize diagnostic criteria for cardiovascular dis- 
eases, but it contains in concise form a veritable mine 
of information on the subject. It has been the standard 
work for the use of cardiologists, internists, general 
practitioners, medical students, interns and_ residents 
from its first appearance in 1929. All editions have 
been prepared by the Criteria Committee of the New 
York Heart Association under the chairmanship of Dr. 
Harold E. B. Pardee. For the first time, the new 
edition contains a section on the diseases of the 
peripheral circulation. There have been extensive re- 


visions and additions to the sections on electrocardiog- 
raphy, radiology, and the diagnosis of congenital heart 


disease and rheumatic heart disease. A new table of 
functional and therapeutic classification appears. 
This monograph contains 360 pages, is profusely 
illustrated, and is bound in cloth. The price is $4.95, 
It may be ordered through your local heart association, 
or directly from the American Heart Association, It 
is also available through many medical bookstores, 
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The following books have been received for reviewing, and 
are herewith acknowledged. This listing should be consid. 
ered as a sufficient return for the courtesy of the sender, 
Books that appear to be of unusual interest will be «eviewed 
as space permits each month. Readers desiring acditional 
information relative to books listed, may write the Edi:or who 
will gladly furnish same promptly. 


ANATOMY AND SURGERY OF HERNIA: Leo M. Zim- 
merman, M.D., Professor of Surgery and Co- 
Chairman of the Department of Surgery, Chicago 
Medical School; Attending Surgeon, Michael Reese, 
Cook County and Chicago Memorial Hospitals, and 
Barry J. Anson, Ph.D., Med. Sc., Professor of 
Anatomy, Northwestern University Medical School; 
Member of Attending Staff, Passavant Memorial 
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a new advance in sulfonamide safety 
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suspension in syrup ().25 Gm. per teaspoonful (4 cc.). Pints. 


1. Liegler, J. B.; Bagdon, R. E., and Shabica, A.C.: To be published, 


Gilba 


for November, 1953 


it | 
: 
pH46 ELKOSIN 270mg. % 
= 
pH5.0 ELKOSIN 254 mg.% acid range so 
Common in persons in normal health 
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BOOKS RECEIVED (Continued) 
Hospital, Chicago; The Williams and Wilkins Com- 


pany, Baltimore, 1953. Price $10.00. 

SurcicAL Tk&cHNIQUE and Principles of Operative 
Surgery: By A. V. Partipilo, M.D., F.A.C.S., Asso- 
ciate Clinical Professor of Surgery, Stritch Schoo) 
of Medicine of Loyola University; Senior Attending 
Surgeon, Columbus Hospital; Foreword by Alton 


Oschsner, M.D., F.A.C.S., William Henderson, Pro- 
fessor and Director of the Department of Surgery, 
The Tulane University School of Medicine, New 
Orleans. Original Mlustrations by W. C. Shepard 
and Hooker Goodwin. Fifth Edition, Thoroughly 
Revised. With 548 Figures Containing 998 [llustra- 
tions, Lea and Febiger, Philadelphia 1953, Price 
$15.00. 

THE RapioLocy or Bones AND Joints: An Introduc- 
tion to the Study of Tumours and other Diseases of 
Bone. By James F. Brailsford, M.D., Ph.D., 
F.R.CP., Hunterian Professor, Royal College of 
Surgeons, England. Fifth Edition With Over 725 
Illustrations. The Williams and Wilkins Company. 
Baltimore 1953. Price $19.00. 

MANAGING YOUR CORONARY; By William A. Brams, 
M.D. Illustrations by Hertha Furth. J. B. Lippin- 


cott Company, Philadelphia and New York, Price 
$2.95. 


Water, ExecrroLytE ANb Acip-BASE BaLaANce 
Norma) and Pathologic Physiology as a Basis for 
Therapy. Harry F. Weisberg, M.D., Assistant Pro. 
fessor of Clinical Pathology and of Clinical Medi- 
cine, The Chicago Medical School; Clinical Chemist, 
Mount Simai Medical Research Foundation and Hos- 
pital; Associate Attending Physician, Cook County 
and Mount Sinai Hospitals; Chicago, Illinois. The 
Williams & Wilkins Company, Baltimore, 1953 
Price $5.00. 

SYMPTOMS OF VISCERAL DISEASE — A Study of the 


Vegetative Nervous System in Its Relationship to 
Clinical Medicine. Francis Marion Pottenger, AM, 
LL.D, M.A.C.P., Medical Director, Potienger 
Sanatorium and Clinic for Diseases of the Chest, 
Monrovia, California; Professor Emeritus of Clinical 
Medicine, University of Southern California; Author 
of “Clinical Tuberculosis,” “Tuberculin in Diagnosis 
and Treatment,” “Muscle Spasm and Degeneration,” 
etc. Seventh Edition, With 87 text illustrations and 
10 color plates. The C. V. Mosby Company, St. 
Louis, 1953. Price $7.50. 

Battey’s text-Book or Histotocy. Revised by Philip 
E. Smith, Ph.D., Sc.D., Professor Emeritus of 


Anatomy, College of Physicians and Surgeons, Co- 
\umbia University and Wilfred M. Copenhaver, 


(Continued on page 66) 


CCIDENT 
NS UR ANCE Surgeons Deni 


$5,000 accidental death Quarterly $8.00 
$25 weekly indemnity, accident and sickness 


$15,000 accidental death Quarterly $24.00 
$75 weekly indemnity, accident and sickness 


$10,000 accidental death Quarterly $16.00 
$50 weekly indemnity, accident and sickness 


$20,000 accidental death Quarterly $32.00 
$100 weekly indemnity, accident and sickness 


COST HAS NEVER EXCEEDED AMOUNTS SHOWN 
ALSO HOSPITAL INSURANCE 


Single Double Triple Quadruple 
5.00 per day 10.00 per da 15.00 per da 20.00 da 
30 days of Nurse at 5.00 day 10.00 in 15.00 20.00 
Laboratory Fees in Hospital................+. 5.00 10.00 15.00 20.00 
Operating Room in Hospital..............+.+ 10.00 20.00 30.00 40.00 
10.00 20.00 30.00 40.00 
X-Ray in Hospital ........csesscssececeeees 10.00 20.00 30.00 40.00 
10.00 20.00 30.00 40.00 
Ambulance to or from Hospital.............. 10.00 20.00 30.00 40.00 


$4,000,000.00 PHYSICIANS CASUALTY ASSOCIATION $18,900,000.00 


PHYSICIANS HEALTH ASSOCIATION PAID FOR CLAIMS 


50 years under the same management 


400 First National Bank Building ' Omaha 2, Nebraska 
$200,000.00 deposited with State of Nebraska for protection of our members 


INVESTED ASSETS 


Illinois Medical Journal 
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You wouldn't 
prescribe 
15 apples 
a day! 


Yet, it would take 

about that many 

apples to equal the 100 mg. 
ascorbic acid content 

of a single capsule of 
"Beminal" Forte with Vitamin C. 

This preparation also contains 
therapeutic amounts of important 
B complex factors, and is 
particularly recommended for 
use pre- and postoperatively 
and whenever high 


B and C levels are required. 


No. 817 —Each capsule contains” 
Thiamine HCI (By)... mg. 
Riboflavin (By)... 125 me 
Nicotunamide 1000 my 
Pyridoxine HCI (B,) mg 
Cale. pantothenate 10.0 mg. 
Vitamin C (ascorbic acid) 100.0 mg. 


forte | | 
Vitamin C 


= 


AYERST, McKENNA & HARRISON LIMITED - New York, N. Y. + Montreal, Canada 


for November, 1953 


] 
County nag 
i 
; 
.00 | 
pee 
0 
AIMS 
65 


Wide Medical Interest 
in New Knox Gelatine 
“Eat and Reduce” Plan 


Developed and supervised by competent clinical 
authority, the new Knox “Eat and Reduce” Plan is 
intended especially for your overweight patients in 
otherwise normal health. 

The plan has been tested on overweight patients 
with fine results. In addition, many physicians (and 
their families) have written us about their gratifying 
personal results with this plan. 

The Knox “Eat and Reduce” Plan is a simple, 
sensible regimen that places no burden of exercise 
or hunger on the patient. Quite the contrary, it per- 
mits three tempting, solid meals daily, plus between- 
meal feedings. The menus have been carefully 
selected so as to provide an abundance of vitamins, 
minerals and protein. Many of the dishes utilize 
Knox Gelatine, which is, of course, all protein and 
no sugar — thus being an effective aid_in weight 
reduction. 


“AVAILABLE AT GROCERY STORES 
IN 4-ENVELOPE FAMILY SIZE AND 
32-ENVELOPE ECONOMY SIZE PACKAGES. 


Knox Gelatine U.s.P 
ALL PROTEIN NO SUGAR 


USE THIS COUPON! Write today! 
Knox Gelatine, Johnstown, New York Dept. I 


Please send me FREE copies 
of the “Eat and Reduce” Plan, and Diets. 


= 


Name 


— 


Address 


Zone State 
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BOOKS RECEIVED (Continued) 
Ph.D., Professor of Anatomy, College of Physicians 
and Surgeons, Columbia University. Thirteenth 
Edition. The Williams & Wilkins Company, Balti. 
more, 1953. Price $9.00. 

THe Nursing MotHer — A Guide to Successfyf 
Breast Feeding. Frank Howard Richardson, M.D, 
Licentiate American Board of Pediatrics, F.A.C.P, 
F.A.A.P., Prentice-Hall, Inc. New York, Price 
$2.95. 

THE ROCKEFELLER FouNDATION — Annual Report, 
1952. 49 West 49th Street, New York. 

DisaBiLity EvALUATION — Principles of Treatment of 
Compensable Injuries. Earl D. McBridge, BS, 
M.D., F.A.C.S., Assistant Professor in Orth pedie 
Surgery, University of Oklahoma, School of Medie 
cine; Attending Orthopedic Surgeon to St. Ani':ony’s 
Hospital; Associate Orthopedic Surgeon to Wesley 
Hospital; Visiting Surgeon to W. J. Bryan School 
for Crippled Children; Chief of Staff to Bone and 
Joint Hospital, Oklahoma City, Oklahoma. 3% 
figure numbers. Fifth Edition. J. B. Lippincott 
Company, Philadelphia, London, Montreal. Price 
$15.00. 

PsycHotic AND NeEvuROTIC ILLNESSES TWINS, 
Medical Research Council Special Report Series, No, 
278. By Eliot Slater, with the assistance of James 
Shields. Statistical Appendix by Joan May. London} 
Her Majesty’s Stationery Office, 1953. Price $4.75; 

THe HEprEw MepicaL JourNAL. Semi-Annual Pubs 
lication. Moses Einhorn, M.D., Editor, Volume 2 
1952. 25th Anniversary Year. 983 Park Avenue, 
New York 28, New York. 

CLINICAL ENpbocrINoLocy. By Lewis M. Hurxthal, 
M.D., F.A.C.P., Head of the Department of Internal 
Medicine, Lahey Clinic, Boston; Physician, New 
England Baptist and New England Deaconess Hos- 
pitals, Boston, and Natalija Musulin, B.S., M.D, 
staff of Cooper Hospital, Camden, N. J. Two vok 
umes. 482 figures, 146 charts, 1 color plate. J. B 
Lippincott Company, Philadelphia, London, Montreal, 
$24.00. 


The past fifty years have been momentous in the 
fight against tuberculosis. At the outset it was found 
that the control of the disease was the problem both of 
the physician and the layman... The achievements 
have been substantial. Our horizon has been raised t0 
new and challenging vistas beyond. Despite our gains, 
we still are dealing with a serious killing disease that 
has sacrificed countless lives that should have been pré 
served for productive effort. So far as we can see at 
this time, tuberculosis will be with us for many decades @ 
to come. But we are drawing nearer to a complete 
understanding of its cause and control, which is beyond 
the tubercle bacillus alone. When we learn how @ 
maintain our factors of resistance at a level that will 
keep the infection dormant, we may achieve as prac 
tical a result as complete eradication of the tuberclé 
bacillus and the clinical manifestations of the germs if 
our bodies. H.R. Edwards, M.D., Am. Rev. Tuberty 
March, 1952. 
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to counteract corrosive 

acidity. 
Donnalate incorporates the pharmacological features 
of both Robalate (for peptic ulcer) and Donnatal (for 
spasmolysis). Each Donnalate Tablet contains 0.5 Gm. 
dihydroxy aluminum aminoacetate, 8.1 mg. phenobar- 


to stabilize emotional 
tension and anxiety. 


 fo-relieve smooth 
muscle spasticity. 


bital, 0.052 mg. hyoscyamine sulfate, 0.01 mg. atro- 
pine sulfate, and 0.003 mg. hyoscine hydrobromide 
(the equivalent of one Robalate tablet plus one-half of 
one Donnatal tablet). 


A. H. ROBINS co., INC. * Ethical Pharmaceuticals of Merit since 1878 * RICHMOND 20, VIRGINIA 
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Fellows 


CAPSULES 


NON-BARBITURATE 
NON-CUMULATIVE 
TASTELESS 
ODORLESS 


R - specify Fellows for the original, stable, 
hermetically sealed soft gelatin 
capsules Chloral Hydrate. 


Available -— 3% gr. (0.25 Gm.) 
bottles of 24’s and 100’s 
7% gr. (0.5 Gm.), bottles of 50’s 


Samples and literature on request 


‘ellows 


pharmaceuticals since 1866 


26 Christopher St., 
New York 14, N. Y. 


MEDICAL MFG. CO. INC. 


DON’T TALK! 


Many malpractice actions are brought as the 
result of some unwise statement made by the at- 
tending physician, or his partner, assistant, or 
office nurse to the patient or to a friend of the 
patient. Care should be taken to avoid making 
any remark constituting an “admission” of fault, 
or one which may be constructed as such. It jg 
understandable that such remarks have been 
made under emotional stress or when exercising 
“hindsight” in the face of an unsatisfactory re- 
sult even when good practice has been followed 
throughout. A single careless statement ‘ight 
create liability for damages where actually no 
liability exists. 'The effect of such a remark 
when reported to a jury is incalculable and al- 
most impossible to counteract. Further, an ad- 
mission on the part of the defendant may free 
the plaintiff from the necessity of offering medi- 
cal expert testimony. 

The precipitating cause of a majority of all 
malpractice actions is found in the unwise com- 
ments or criticism of physicians with regard to 
treatment given to patients by other physicians, 
Commonly it is criticism by a succeeding physi- 
cian of the work of his predecessor. Various 
authorities have estimated that 50 to 80 per cent 
of all the suits for malpractice would be elimi- 
nated if such destructive criticism could be 
stopped. It is profitless to attempt to determine 
why physicians are so prone to criticize destrue- 
tively and unethically but the results of it are 
deplorable. Legitimate criticism rests only on 
full knowledge of the facts as gathered from all 
parties; from the physician who treated the pa- 
tient, as well as from the patient. Louis J. Regan, 
M.D., Malpractice And The Physician. Wiscon- 
sir M.J., Jan. 1953. 


Used Car Salesman (demonstrating car): “You 
don’t often get a chance to buy a car like this. I tell 
you it’s a real opportunity.” 

Prospect: “Must be: I hear it knocking.” 


Minimal tuberculosis . . . is a potentially serious dis- 
ease. It is ultimately capable of leading to advanced 
disease in one of four, prolonged chronic illness in one 
of ten, and death in one of twenty. Its behavior under 
modified bed rest treatment can be demonstrated to be 
affected principally by the amount of tuberculosis pres- 
ent at the outset, and how long it has been there .... 
unpredictable behavior remains the predominant feature 
of minimal tuberculosis. Roger S. Mitchell, MLD, 
Am. Rev. Tuberc., April, 1953. 
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in prescribing, 


be sure to specify: 


‘Drilitol Spraypak’ 
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DON’TS FOR ASTHMATICS 


_ Don’t tell asthmatic patients they are allergic 
to a food because the skin is positive to it unless 
avoidance of it is beneficial and eating it causes 
aggravation of asthma. 

Don’t eliminate a food from a patient’s diet 
for longer than three or four weeks unless the 
asthma is better when the food is avoided and 
worse when it is eaten. All traces of food sus- 
pected by history or skin test should be excluded 
for three or four weeks. The success of elimina- 
tion diets depends largely upon the thoroughness 
with which the patient is told how to avoid sus- 
pect foods in disguised form. 

Don’t fail to prescribe a balanced diet from 
permitted foods if the elimination diet is to last 
longer than two or three weeks. © 

Don’t assume that a positive skin test indicates 
clinical sensitivity to the reacting antigen. The 
patient must improve when avoiding and get 
worse when in contact with it and/or he must 
be improved by injections to it. 

Don’t think of skin tests and asthnia diagnostic 
studies as synonymous. 


Don’t start allergen injection until food and 
inhalent avoidance and treatment of any infe:- 
tion present have failed to control asthma. Osc: 
Swineford, Jr., M.D., “Dor’t Do This Fur 


Asthma. South. Med. & Surg., July 1935. 


The decline in the annual number of new cases 
tuberculosis reported during recent years has be: 
slight compared with the decline in mortality. That t! - 
number of newly reported cases remains high, despi.< 
the rapid decline in death rates, underscores the fa : 
that efforts to wipe out tuberculosis must continue | 
have high priority among public health problem 


Division of Chronic Disease and Tuberculosis, Publ » 
Health Service, Public Health Reports, June, 1953. 


More emphasis is needed on health education whic’: 
should be taking its rightful place with older public 
health technics in our programs, and a greater willing- 
ness is needed for wide participation by the healti: 
officér in community affairs, not just as an official but 
as an individual with special contributions to make in 
many fields. Berwyn F. Mattison, M.D., American J. 
of Pub. Health, December, 1952. 


For the Failing Heart of Middle Life 


Prescribe 2 or 3 tablets of Theocalcin, t. i. d. After 
relief is obtained, continue with smaller doses to keep 
the patient comfortable. Theocalcin strengthens heart 
action, diminishes dyspnea and reduces edema. 


Brand of theobromine-calcium salicylate, 
Trade Mark reg. U. S. Pat. Off. 
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..-Especially 
A PRODUCT FOR 
PATIENT PROTECTION 
‘TLaporatory 
\ REPORTS 
EVER SINCE physicians and hospital executives discovered eighteen support experience — 
years ago that Dermassage was doing a consistently good job of help- \ offer explicit data 
ing to prevent bed sores and keep patients comfortable, lotion type \ on the positive 


body rubs of similar appearance have been offered in increasing | protection afforded 
numbers. by Dermassage. 


But how many professional people would choose any product for pa- 
tient use on the basis of appearance? 


DERMASSAGE protects the patient's skin effectively andaids 


in massage because it contains the ingredients to do the job. EDISON'S 


It contains, for instance: LANOLIN and OLIVE OlL—enough to soothe d erm a S S a ; 
and soften dry, sheet-burned skin; MENTHOL—enough of the genuine q e 
Chinese crystals to ease ordinary itching and irritation and leave a _— 
cooling residue; germicidal HEXACHLOROPHENE—enough to minimize x: 
the risk of initial infection, give added protection where skin breaks 

occur despite precautions. With such a formula and a widespread repu- 

tation for silencing complaints of bed-tired backs, sore knees and el- 

bows, Dermassage continues to justify the confidence of its many friends 

in the medical profession. 


Where the patient's comfort in bed (1) contributes in some measure to 
recovery, or (2) conserves nursing time by reducing minor complaints, 
you cannot afford a body rub of less than maximum effectiveness. You 
can depend upon Dermassage for effective skin protection because it 
contains the ingredients to do the job. 


Test DERMASSAGE 
for your own satisfaction— 
CLIP THIS CORNER on the patient who 
chafes at lying abed! 


to your LETTERHEAD 

for a liberal trial sample of 

EDISONITE SURGICAL CLEANSER 

Strips stain and debris from EDISON CHEMICAL CO. 

instruments and leaves them film-free 30 W. Washington, Chicago 2 

Please send me, without obligation, your Professional Sample 
of DERMASSAGE. 


solution. Harmless to hands, 
as to metal, glass and rubber. Dr. 


EDISON CHEMICAL COMPANY, 
30 W. Washington st., Chicago 2. 
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prolongs relief with 
minimum dosage 


In PARBOCYL Enteric Coated Tab- 
' lets, the effectiveness of sodium sali- 
cylate is synergised by the presence 
of para-aminobenzoic acid. Recipro- 
cal actions enhance usefulness and 
prolong relief with minimum oral 
dosage. Sodium ascorbate acts ‘as 
replacement medication. 


Indicated wherever salicylates are 
used as analgesics. Send-for full_in- 
formation, including therapeutic ref- 
erences. 
Each Tablet Contains: 

Sodium Salicylate 0.25 Gm. (4 gr.) 
Para-Amino Benzoic Acid, 0.25 Gm. 

(4 gr.) (Sodium Salt) 
Sodium Ascorbate 20 mg. 


PAUL B. ELDER COMPANY 
BRYAN, OHIO, U.S. A. 


SENILE VAGINITIS 


Two important things must be remembered 
when treatment is prescribed for symptomatic 
senile vagillitis: First, recurrence and a chrovi¢ 
condition can be expected in half of the won on 
treated. Second, in some individuals the tre:t- 
ment will activate Trichomonas vaginalis or 
Monilia albicans infection. Treatment for syn p- 
tomatic senile vaginitis is specific. Small do-es 
of locally applied estrogens bring prompt reg: n- 
eration of thick, mature epithelium. When th: re 
is subsequent activation of Trichomonas vagina is 
or Monilia albicans infection, the patient wll 
note that the irritation is worse and she may 
angrily announce to the physician that his tre.t- 
ment is responsible. When, as often happens, the 
true nature of the case is not recognized, the 
situation is greatly aggravating to both docior 
and patient. It also is well to remember thai a 
woman who has been receiving oral or intramus- 
cular estrogen for some time is not likely to have 
a senile vagina. When she complains of irritation 
one of the above named organisms is the more 
probable cause. When treatment is begun it is 
necessary to assure that diabetes is not a compli- 
cating disease by having a urinalysis done. 
Women who have a bloody discharge must have 
uterine cancer ruled out by curettage and tissue 
report before vaginitis is treated. Roland Bieren, 
M.D., Vaginitis In Older Womer. Geriatrics, 
Aug. 1953, 


BRONCHO MONILIASIS 


Certain mycotic infections of the iungs have 
long been recognized as entities. Blastomycosis 
and actinomycosis are the most common ex- 
amples. Monilia, on the other hand, is compara- 
tively less pathogenic to man and often leads a 
tenacious saprophitic existence in human tissue. 
However, given a primary lesion in the lung with 
probable biochemical tissue changes affording a 
favorable medium for its unrestrained growth, 
coupled with the inherent or acquired suscept'-- 
bility of the host. the fungus may become dis- 
tinetly pathogenic in the lung and produce 2 
chronic suppurative inflammation known clini- 
cally as broncho-moniliasis (or more recent|y 
called candidaisis). R. J. Antos, M.D., Brov- 
cho-Moniliasis. Arizona Med., March 1953. 
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BRAND or OXYTETRACYCLINE 


/ 


/Thé value’ of Tertamycin in promptly controlling ‘otitis media, 


severe sinusitis, laryngotracheobronchitis, bacterial pneumonia 


-and virtually all infections of the respiratory tract, due to or com- 


plicated by the many ofganisims sensitive to Ferramyein/ i is now 
a matter of clinical record. | 


Because of its excellent toleration and rapid response, Terramycin 
is a therapy of choice for bacterial respiratory tract infections. 
Among the convenient dosage forms of Terramycin are Capsules, 
Tablets {sugar coated), good-tasting Oral Suspension, non- 
alcoholic Pediatric Drops, Intravenous for hospital use in severe 
infections and various topical preparations including Troches, — 


Nasal and Aerosol for adjunctive therapy. 


Pfizer PFIZER LABORATORIES 
gal? Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 
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CHICAGO'S FIRST 
Amputee Walking School 


maintained by a prosthetic manufacturer 


Pre-Prosthetic Training 
by registered Physical Therapist 


Correct Prosthesis Fitting 
by certified fitters 


Post-Prosthetic Training 


& to 12 lessons 
under medical supervision 


Home gait-training services 
for special cases 


Also Arm Prosthesis Training 


Accommodations for out-of-town Patients 


For complete details phone or write 


AMERICAN LIMB, INC. 


1724-28 West Ogden Avenue 
Chicago 12, 1. 


Phone MOnrce 6-2980 - Phone MOnroce 6-2981 


Mercy Hospital Institute 


of Radiation Therapy 
The Henry Schmitz Medical _Grouf* 


For Appointmen 
Victory 2-4700, Ext. 170 or RAndolph 6-4444 


Herbert E. Schmitz, M.D., Director 
Peter A. Nelson, M.D., General Oncology 
Henry L. Schmitz, M.D., Internal Medicine 

Janet Towne, M. D., Gynecology 
Robert L. Schmitz, M. D. General Surgery 

John F. Sheehan, M. D., Pathologist 

Charles ]. Smith, M. D,, Gynecology 
Charles S. Gilbert, M. Internal Medtcine 

William F, Cernock, M.D., Internal 

Medicine 
Fred W. Eims, Physicist 
Miss Hilda Waterson, R.N. 


Helen Hansen, Social Service 


COMPLETE TUMOR THERAPY 


Includin 
SUPERFICIAL X-RAY THERAPY 
DEEP THERAPY up te 1,000 K.V. 


Daily at Institute 
Free Dispensary— 
Tuesday at 9 


Tumor Conlerence — — J. B. Murphy Auditorium — 
Friday at 1 p. m. 


MALPRACTICE AND CASE HISTORY 


The importance of good medical case record:, 


as a factor in malpractice prophylaxis, cannot 
be overestimated. A good medical case recor: 
should contain a history of the case and a physi- 
cal examination of the patient, together with r- 
ports of all indicated laboratory studies. Theso 
data constitute the foundation of the medica! 
record and will generally serve as a basis for a’ 
least a working diagnosis. If diagnosis is no: 
possible, consultation is desirable. Consulta- 
tion reports must be in writing. Thereafter . 
good record will reflect (by means of progres: 
notes), a sequential history of the case, its course. 
complications, and sequelae and thus, the justi- 
fication for further or changed investigation ani 
treatment. Such a record will contain a state- 
ment of all treatment rendered in the case. 
Copies of special forms and of reports used or 
made in a particular case also are part of a goo 
record. It is desirable that an attending physi- 
cian ask himself from time to time what he 
would wish to have in the record of the case under 
treatment in the event he should later be called 
upon to justify in court his conduct of the case. 


If a patient discontinues treatment before he 


should or fails to follow instructions, the record 
should show it. A good method is to file a ear- 
bon copy of the letter sent to the patient advis- 
ing him against the unwise course. Lowis J. 
Regan, M.D., Malpractice And The Physician. 


Wisconsin M. J., Jan. 1953. 


“How did you get your prize bird-dog back? Last 
time I saw you you thought he had been stolen.” 

“Well, I thought and thought about it and then J put 
an ad in the paper saying: Lost or ran away, liver- 
spotted setter name Bill, Will probably show signs of 
hydrophobia in about three days . . . and, do you know, 
that dog came back the next morning!” 


The mild, inapparent infection of early adolescent 
years may be the origin of the destructive tuberculosis 


of puberty or adulthood. Rene J. Dubos, M.D., The 


American Review of TB, July, 1953. 


Routine chest X-ray examination provides a unigue 
opportunity for the accurate detection of early intra- 
thoracic disease, and that the nodules which are dis- 


covered in supposedly normal people may represent 
significant lesions, particularly bronchogenic  carci- 


nomas. Sidney E. Wolpaw, M.D., Annals of Interna! 
Medicine, September, 1952. 
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Established 1901 
Licensed by State of Illinois 


225 Sheridan Road 


North Shore Health Resort 


on the shores of Lake Michigan 
WINNETKA, ILLINOIS 
NERVOUS and MENTAL DISORDERS 
ALCOHOLISM and DRUG ADDICTION 


Modern Methods of Treatment 
MODERATE RATES 


SAMUEL LIEBMAN, M.S., M.D. 
Medical Director 


Fully Approved by the 
American College of Surgeons 


Winnetka 6-0211 


‘HIZOPHRENIC WRITINGS 

In examining a set of writings of 75 delin- 
q ent persons, it was startling to observe that 
n iny characteristics found in the schizophrenic 
\ itings were found in those of delinquents as 
wll. The chief characteristics in the delin- 
q.ents’ writings were the abrupt stop above the 
lie, the covering stroke, the leftward tending 
hilf oval, the small tight loops, breaks, and 
nends. The only outstanding difference be- 
teen the writings of the delinquents and the 
schizophrenics was the use or nonuse of the 
“lier” and the abrupt stop above the line. This 
suggests that we consider why one person should 
le a schizophrenic and another a delinquent. 
Fvidently the abrupt stop above the line in con- 
nection with the other formations, especially 
those indicating aggression, must mean that the 


' patient has turned away from the self and pro- 


jected the conflict on to the environment, while 
the other individual with the “flier” (lack of 
reality principle), plus the other formations 
which the delinquents evidence, instead of out- 


ward manifestations, retreats within the self and 
becomes schizophrenic. Anita M. Muhl, MLD.. 
Evaluation of Schizophrenic Writings. J. Am. M. 
Woman's A., Jan. 1953. 


Look to your health; and if you have it, praise God, 
and value it next to a good conscience, for health is 


the second blessing that we mortals are capable of— 
a blessing that money cannot buy. Izaak Walton, 


Think, May, 1953. 


The charming young bride was presented an im- 
posing package with an accompanying note: “My 
dear; wear this on your wedding night, and you will 
be sure to wow him.” 

With visions of treasures, came the night, the eager 


bride unwrapped the beribboned package. The box was 
empty. 


The following advertisement appeared in a physical 
culture magazine: “Here’s a good test for your mid- 
section muscles. Clasp hands overhead and place feet 
together on floor. Now bend to right at waist as you 
sit down to the left of your feet. Then, by sheer force 
of your muscles, haul yourself up, bend to left and sit 
down on floor to right of your feet. Stick with it and 
let us know the results.” 

The next day a letter came in. It said simply: 
“Hernia!” 


anttarittum 


2828 S, PRAIRIE AYE. 
CHICAGO 16 
Phone CAlumet 5-4588 


Registered with the American Medical Association, 


featuring all recognized forms of therapy including — 
ELECTRONARCOSIS 


FOR THE DIAGNOSIS AND TREATMENT OF 


MENTAL and NERVOUS DISORDERS 


ELECTRIC SHOCK 
HYPERPYREXIA 
INSULIN 


NEWEST TREATMENTS FOR ALCOHOLISM 
J. DENNIS FREUND, M.D. 


Medical Director and Superintendent 
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In sending in changes 
of address please send label 


from an old copy. 


COSTEFF SANITARIUM 
Mental and Nervous Disorders 
Alcoholism and Drug Addiction 
® SHOCK TREATMENT (Insulin, Metrazol 
Electro-shock) administered in suitable 
cases 
® ARTIFICIAL FEVER THERAPY 
Home like environment, individual 
attention. MODERATE RATES. 
Licensed by the State of Illinois ae 
HARRY COSTEFF, M. D., Medical Director 
1109 NO. MADISON AVE., PEORIA, ILL. 
Phone 4-0156 Literature on request. 


PLACE 


For 
NERVOUS and MENTAL 
DISEASES 


* 
Edward Ross, M.D., Medical Director 
BATAVIA PHONE 
ILLINOIS BATAVIA 1520 


THUM IN STUBBORN i 

PUBLIC RELATIONS IN OBSTETRICS 

Let us be reminded, the obstetrician should not th is 
wear the cheerless mask of a mortician. At all Baie 
times his lot is to emanate cheerfulness and in bs 
this light, he should always be tactful enough h.; 
to have a patient smiling as she leaves his av 
office, at each prenatal visit. The word “easy” Pre 
should be employed frequently when discussing ha 
her case with her. It is well to interject oc- her 
casionally such remarks as, “Mrs. Jones, your Lj 
measurements are normal. I am sure you are hin 
going to have an easy delivery.” Or again, “Tell wai 
Mr. Jones your blood pressure and urine have it i 
continued normal and that your progress has son 
been excellent.” Yes, simple statements but hin 
how they do register! Above all, let us not over- at 
look the husband’s interest in the case. When a live 
husband asks us to deliver his wife, he is paying of 
us a special compliment. This is true whether * onl 
or not the remuneration will be immediately ot 
forthcoming. Certainly we should have more mit 
than a casual speaking acquaintance with him. - Au 


He should be invited to make at least one visit 


NAPERVILLE, ILLINOIS 
(30 miles west of Chicago) 


Edward Sanatorium Est. 1907 by Dr. Theodore B. Sachs 
FOR THE TREATMENT OF TUBERCULOSIS 


Jerome R. Head, M.D.—Chief of Statt 
Ideally situated — beautiful landscaped surroundings — modern buildings and equipment 
A-A rating by Illinois Department of Health 
Full approval of the American College of Surgeons 
Active Institutional member of the American Hospital Association 
For detailed information apply to— 


Business Office at the Sanatorium |. Telephone 


Napervilie 450 
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TheNORBURY SANATORIUM 


JACKSONVILLE, ILLINOIS INCORPORA’ 11) ang 
For the Treatment of Nervous and Mental Disorders 


FRANK GARM NORBURY, M.D., Medical Director 
SAMUEL N. CLARK, M.D., Physician 
HENRY A. DOLLEAR, M.D., Superintendent 


THE NORBURY SANATORIUM, Jacksonville. Illinois 


DOCTOR! you ym approve the 


the office during the prenatal period. At S 
iis visit we should meet him as man to man Comfort, Cleanliness, 
a d let him know we expect to give his wife the Convenience 
st possible care, and that we would appreciate 
: co-operation by getting in touch with him mohateed 
a time he has any questions about her welfare. 
obably our biggest service to him is keeping 
n informed as to his wife’s progress during ab 3 Sap 
r+ labor. Here the Golden Rule is very fitting. 
is certainly inconsiderate of us, when we allow Aged, aiaar Convalescent 
vim to “sweat it out” hour after hour in the ™ 
vaiting room. If the labor should be longed, 3 4 
siting rom. the Tabor shouldbe protonge Hickory Hill 


it is a kindly thing to advise him to go home for 
some sleep, or to return to his office, and assure Maple Hill Palatine 
him we will report to him from time to time, or 


at least when his wife is to be taken to the de- Charming, healthful rural locations conveniently 


situated, 24 hour care by trained nurses and order- 
livery room. And when we report the outcome lies, tempting food and supervised diets all con- 
o! the delivery to him, let us be prepared not tribute to your patient's well-being or recovery. 


: ant 18 years of experience. 
only to give his wife’s condition and the sex 
o! the baby, but also its weight. C. 0. McCor- ONE rele covers There 


mick, M.D., Obstetric Helps, J. Indiana M.A,, Bee Dozier invites your inspection. Write Box 


Aug. 1953. 288, Lake Zurich, Ill., or Phone 4661 


H, J. Carr, M.D., Staff Physician. 


\ ELIXIR BROMAURATE 


IS A UNIQUE REMEDY OF UNIQUE MERIT 


whooping 
cough 
| ee Prescribed by Thousands of Doctors 


GOLD PHARMACAL CO. NEW YORK CITY 


Cuts short the period of illness and relieves the distressing spasmodic 
cough. Also valuable in Bronchitis and Bronchial Asthma. 


In four-ounce original bottles. A teaspoonful every 3 to 4 hours. 
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Daytime Sedation 


For the patient beset with tension and nervousness, Eskaphen B’s 
phenobarbital content provides effective daytime sedation. In addition, 
its adequate thiamine content helps improve the general nervous tone. 


Eskaphen tablets & Hlixir 


(phenobarbital plus B,) 


- Each Tablet and each 5 cc. teaspoonful of Elixir contains: 
phenobarbital, 14 gr.; thiamine hydrochloride, 5 mg. 


Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. 
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RATES FOR CLASSIFIED ADVERTISEMENTS—For 30 words or less: 1 
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QUALITIES OF A SUCCESSFUL 
WITNESS 

All physicians desire to be good witnesses. 
Having that thought in mind, I shall now sum- 
marize some of the qualities of a successful med- 
ical witness. First, the faculty of accurately ob- 
serving al! things about vou and of making full 
notes of what you see. This applies to ordinary 
witnesses. Second, a retentive memory. ‘Third, 
courtesy to both bench and bar. Fourth, sincer- 
itv, candor, and an unprejudiced mind. Fifth, a 
well balanced temper that will remain unmoved, 
however great the provocation. Fifth, the gift 
to express tersely and intelligently what is in 
your mind. Hon, L. R. Curtis, The Doctor's 
Day In Court. J. Kentucky M. A., Jan, 1953. 


WHAT DO YOU WANT? 

You look to your state journal for news about 
medicine in your community: about proposed 
laws before your legislature; about the activities 
of your county society; about doctors who have 
recently been licensed in, and who have rece tly 


died in your state. Not only that. You «lso 
look to your state journal as a medium for p ib- 
lishing articles that you may write — articles 
that might not be able to compete with the 
papers that come out of university offices ond 
research laboratories. A regional journal wold 
certainly be less hospitable than a state journal 
to the modest literary efforts of the G.P. and ‘he 
small town doctor. A possible compromise 
might be to allot each state society one or more 
pages in the combined journal. The Rocky 
Mountain Medical Journal (which speaks for the 
Colorado, Mexico, Utah, Montana, and Wyoming 
societies) now does just that. And Northwest 
Medicine (published jointly by the medical so- 
cieties of Idaho, Oregon, Washington, and 
Alaska) follows a somewhat similar plan. Henry 
A. Davidson, M.D., Too Many Medical Journals, 
Med. Economics, Aug. 1953. 


[FH you have moved from the address at which you received the Journal 
please clip and send to the office of the Secretary, Harold M. Camp, M.D., 
224 §. Main Street, Monmouth, Illinois. 


New Address for the Journal 


My old address for the Journal was 


M.D. 
City — Zone—— 
City Zone—— 
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